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Composition: Each capsule or 
teaspoonful (5 cc.), 10 mg. of Ben- 
tyl (dicyclomine hydrochloride). 
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Dosage: Adults 2 capsules or 
2 teaspoonfuls of syrup, three 
times daily, before or after meals. 
If necessary, repeat dose at bed 
time. In Infant Colic— 2 to 1 tea 
spoonful, ten to fifteen minutes 


before feeding. 
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Supplied: Benty! In bottles of 
100 and 500 blue capsules, and 
Bentyl Syrup in pint and gallon 
bottles. Bentyl with Phenobarbital 
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MEMO FROM 


THE PUBLISHER 


A FRONT PAGE news story in Drug Trade News a few months 
ago startled many drug company executives and brought 
considerable embarrassment to the American Academy of 
General Practice. 

The News reported that a local chapter of the Academy 
in a southern city had “set up a committee to work with 
druggists and drug manufacturers’ representatives on a 
formulary of basic drugs.” The article stated that members 
of the chapter had voted to use generic names, instead of 
tradenames, in prescription writing. They endorsed, accord- 
ing to the account, a suggestion by local retail druggists 
that when a tradename is used, the physician should indicate 
that “any equivalent product (AEP)” or “any reliable 
brand (ARB)” would suffice. 

This is an old bone of contention that is periodically 
dug up, only to be reburied again. 

From time to time, the AMA’s Council on Pharmacy and 
Chemistry has recommended the use of generic names. 
None of the arguments in support of the proposal seem very 
good to us. 

The protection of property rights in technical development 
is the very cornerstone of free enterprise. Tradenames have 
figured significantly in the expansion of our economy and 
our high standard of living. Any move to discourage their 
use is a move away from a capitalistic economy and toward 
a socialistic one. 

If a pharmaceutical manufacturer could not protect his 
right to a tradename and thus recover the costs of research, 
development, and promotion, the industry’s contribution to 
medical progress would be seriously curtailed. 

In order that there be no doubt about the Academy’s 
stand on this important question, the Board of Directors 
has adopted the following resolution: 

**The Board of Directors of the American Academy recog- 
nizes that research in pharmacology, development of new 
drugs, and promotion of new forms of treatment by the 
ethical pharmaceutical manufacturers of America has been 
of vast assistance to the medical profession in its traditional 
endeavors to render the highest quality of medical service 
at the lowest reasonable cost. The Academy recognizes 
that the adoption of tradenames and the legal protection 
thereof is an essential part of the system of free enterprise 
under which American medicine and American drug manu- 
facturers have achieved the finest quality and the best system 
of medical care in any part of the world. Any action to 
discourage the use of tradenames in prescription writing 
would tend to interfere with the growth and advancement 
of pharmaceutical research and progress in medical treat- 
ment.” 


M.F.C. 





**. . . gives excellent results...” 


In a recent report on intranasal therapy, 


Silbert! states: 


**_ . . since mixed infections are common, prep- 
arations containing antibiotics effective 
against Gram-positive and Gram-negative 
organisms are suggested. ‘Drilitol Spraypak’, 
which combines gramicidin and polymyxin 
with a vasoconstrictor and an antihistamine, 
gives excellent results.” 


The author also states: 

“Since these antibiotics are seldom used sys- 
temically, there is less danger to the patient 
of sensitization. It also precludes the possible 
development of resistant organisms through 
topical use of antibiotics that might later be 
needed in more critical infections.” 


1. Silbert, N.E.: GP 8(6):35 (Dec.) 1953. 


for intranasal infections specify: 


‘Drilitol” Spraypak’ 

the convenient “pocket” spray 
or 
‘Drilitol’ Solution 


with dosage-adjusted dropper 


Formula: Contains gramicidin, 0.005%; polymyxin B sulfate, 500 U/cc.; thenyl- 
pyramine hydrochloride, 0.2%; Paredrine* Hydrobromide (hydroxyamphetamine 
hydrobromide, S.K.F.), 1%. Preserved with thimerosal, 1:100,000. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. ‘Spraypak’ Trademark 
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in hypertension... 
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Because. ee Rauwiloid is freed from the inert dross of the 
whole root and its undesirable substances (for instance, yo- 


himbine-type alkaloids) ... 


Because. » » Rauwiloid contains, besides reserpine, a num- 
ber of active alkaloids, for example, scscinnamine (recently 
isolated by Riker research), reported to be more hypotensive 
but less sedative than reserpine. 


Because. »» Rauwiloid is fractionated only from true, un- 
adulterated Rauwolfia serpentina, Benth., constant in potency 


and action. 
So Easy, 10:.:aute ' 


LABORATORIES, INC., tos ancetes 48, cuir. 
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digestive 
efficiency 
declines 


CONVERTIN supports digestive function 
by selective release of: 


hydrochloric acid in the stomach, 
and desoxycholic acid and pancreatin 
in the small intestine. 


Experience shows that the supplementation 
of gastric and pancreatic digestants is 
normally beneficial among the elderly.!* 


digestaml talhts 


permit a more varied diet . . . better 
nutrition ... by partial replacement 
of digestants diminished with age. 


Each CONVERTIN Tablet is actually two 
tablets in one: 


A sugar-coated outer layer designed to 
release in the stomach: 
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Dose may be reduced, usually after first week, 
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Chis Month’s Authors 








Gustav J. Beck, M.D., 


has been engaged in the practice of internal medicine in New York City since 1950. He is an 
assistant in medicine at Columbia University College of Physicians and Surgeons and as- 
sistant physician at Presbyterian Hospital. Dr. Beck, a native of Vienna, Austria, received his 
degree in medicine from New York University College of Medicine, New York. Dr. Hylan 
A. Bickerman and Dr. Maxwell J. Marder are co-authors with Dr. Beck of ‘Advances in In- 
halational Therapy.” 


C. H. Hardin Branch, M.D., 


professor and head of the Department of Psychiatry at the University of Utah College of Med- 
icine, Salt Lake City, is a consultant in psychiatry to the Veterans Administration Hospital, 
Salt Lake City; Valley View Hospital, Provo; and Veterans Administration Hospital, Grand 
Junction, Colorado. He is a graduate of Tulane University School of Medicine, New Orleans, 
and was formerly an instructor in his field at the University of Pennsylvania, Philadelphia. 
Co-author with Dr. Branch of “Personality Reactions to Uterine Functions,” is Dr. David E. 
Reiser. 


Gilbert S$. Gordan, M.D., 


author of ‘Evaluation and Use of Anabolic Steroids,” is associate professor of medicine at 
the University of California School of Medicine, San Francisco, and consultant endocrinologist 
at The Langley Porter Clinic of the State Department of Mental Hygiene. Dr. Gordan, who 
received his M.D. degree and a Ph.D. degree in endocrinology from the above university, 
was a Commonwealth Fund Fellow at the Massachusetts General Hospital and Harvard 
Medical School. Since 1951 he has been the editor of The Year Book of Endocrinology. 


William A. Jeffers, M.D., 


is chief of the Hypertension Section in the Hospital of the University of Pennsylvania and 
associate professor of medicine in its School of Medicine. Since 1935 he has been a member 
of the Robinette Foundation for the Study of Cardiovascular Disease. Dr. Jeffers has con- 
tributed many articles to the medical literature dealing with the medical, surgical and ex- 
perimental aspects of hypertension—‘Management of Patients with Essential Hyperten- 
sion” appears in this issue. 


Warren W. Quillian, M.D., 


who is engaged in the practice of pediatrics in Coral Gables, Florida, is the author of “Some 
Problems of the Newborn.” He was graduated from Emory Univegsity School of Medicine, 
Atlanta, Georgia, and was an intern and a resident house officer at Grady Memorial Hospital, 
Atlanta. Dr. Quillian, who is a board member and lecturer of the Southern Pediatric Seminar, 
is consultant pediatrician for the National Children’s Home, Miami, and vice chairman of 
the Staff of Variety Children’s Hospital, Coral Gables. 
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accuracy every time 


Clinitest 


BRAND 


for detection of urine-sugar 


“Both Clinitest and Benedict’s qualitative test are 
completely accurate when properly performed.” 


but 


“...there are fewer 
sources of error with 
Clinitest.””! 


and 


“The routine Benedict 
test...is seldom well 
performed because of 
the difficulties of accu- 
rate measurement of 
reagent and urine and 
because of the practical 
difficulties of uniform 
heating; the much sim- 
pler and more readily 
standardized tablet test 
is to be preferred...” 


1. Cook, M. H.; Free, A. H., and Giordano, A. S.: Am. J. M. Technol. 19:283, 1953. 
2. Gray, C. H., and Millar, H. R.: Brit. M. J. 4824:1361 (June 20) 1953. 
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Yours Cruly. . . 





LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Can Become a “‘Catch-all” 


Dear Sir: 

In a recent issue of GP there was an article that de- 
scribed the contents of a doctor’s bag which was issued to 
the students at one of the universities. 

Since my initial survey in 1952 on the doctor’s bag, which 
was exhibited at the A.A.G.P. convention in 1952 and the 
A.M.A. convention in June, 1953, numerous articles have 
appeared on what should be in the doctor’s bag. To me, 
the most important feature of the general practitioner’s bag 
and one which has not been emphasized properly, is the 
fact that the doctor’s bag is basically an emergency unit 
and it should be designed to cover only emergency medical 
procedures. With this basic premise in mind it becomes 
evident, then, that the article on a doctor’s bag does not 
fulfill that requirement. 

If a pain-killing agent is desired, either morphine or 
Demerol should be adequate. Why both? Why a tourniquet 
and a catheter when a catheter will suffice? Why Nembutal 
and Seconal when either one will do? Why penicillin and 
streptomycin? By the same token, I consider an emergency 
suture set not an emergency. Any wound that is severe is 
usually hospitalized or hurriedly brought to the office. If 
the laceration can wait fifteen minutes to three-quarters of 
an hour for me to get out on the call, it can wait another 
fifteen minutes until I take them back to the office where I 
can do an honest job under sterile precautions, in my own 
home territory where I have an abundance of the various 
types of equipment for every purpose. Why Pontocaine or 
Butyn Solution? Is a foreign body in the eye an emergency 
procedure that calls the doctor out rather than have the 
patient come to the office? 

I realize, of course, that this everyday practice of ours 
necessitates making special trips to certain patients who 
are neither sick nor healthy, such as the coronary who 
cannot come to the office, the arteriosclerotic who finds it 
inconvenient to travel, and the various other illnesses that 
can best be treated at home. These people can be looked 
after with a little foresight and preparation on the days 
that they are to be visited or there may be kept in the doc- 
tor’s car an (emergency) bag containing 1,001 miscellaneous 
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articles, including a pair of socks and a can of beer, if one 
so desires, but not in the bag that has to be carried by hand. 
As it stands now my bag weighs 19 pounds. My original 
bag weighed 10 pounds more but when one arm became 
three inches longer than the other it was time to condense, 
to throw out, to rearrange one’s thinking to make this a 
practical lightweight bag to cover only emergencies. 

Frankly, in my bag I do not even carry adhesive tape 
because if I am called out to strap an ankle and I strap that 
ankle in the home I may again be called out to do the very 
same thing. Hence, in a case like that, after a frantic search 
through my bag, I apologize for not having adhesive and on 
this pretext get them back to my office. 

This critic could go on in this vein for a long time but to 
no avail. Unless M.D.’s make a determined effort to elimi- 
nate unnecessary house calls (and one way is to eliminate 
articles for treating nonemergencies), the bag will continue 
to be a catch-all. 

I realize that certain phases of medical practice, such as 
prescribing or dispensing medication, may make some slight 
differences in the contents of the bag, but it must be re- 
membered that basically it is an emergency unit. At least I 
think so. 

Epwin Martin, M.D. 
Mount Holly Springs, Pa. 


Still Plugging 


Dear Sir: 

Please send me an index for the GP journals published 
in 1951, 1952, and 1953. 

I am a member of the Alabama chapter of the American 
Academy of General Practice. I enjoy GP very much, and I 
find it most beneficial in helping me keep abreast of the 
newer advances in medicine, as well as summarizing and re- 
freshing my thinking about standard disease entities. 

I know that I have read in several of the journals why you 
do not include an annual index issue. Personally, I think 
the value of GP would be enhanced if an index edition were 
included each year. 

Dyer Caruste, Jr., M.D. 
Birmingham, Ala. 





Real Pulling Power 


Dear Sir: 

You will be interested to learn that as a result of our 
mailing of the preprint of Dr. Van Riper’s article, “'Vaccina- 
tion Against Poliomyelitis,” which appeared in the April 
issue of GP, we have had requests from 33,389 physicians 
for copies of the two pamphlets which were offered in con- 
nection with this mailing. This phenomenal return on a 
single mailing is certainly conclusive evidence of the pulling 
power of GP. 

It would be useless to try to tell you of the many compli- 
mentary letters that we received from the profession because 
hundreds of such communications were received. 

Epw. F. STEGAN 

Consultant, Public Relations 
The National Foundation 
for Infantile Paralysis, Inc. 


New York, N. Y. 


Suits of Friendship 
Dear Sir: 


Several months ago, I assumed the presidency of the 
American-Korean Foundation at the request of President 
Eisenhower to promote an international program of under- 
standing between the Korean and American people and to 
raise funds and goods to be used in the field of health, edu- 
cation, and welfare for the Korean people who have fought 


so gallantly with us against Communism. One of the great 
needs that I noted on my two missions to Korea was the 
fact that Korean physicians were in desperate need of 
clothing. Currently, they are primarily wearing used clothing 
contributed by American relief agencies. They do not fit 
well, and ill-fitting, second-hand clothing is not good for 
one’s morale or psychologic status. 

A plan was developed at the American-Korean Foundation 
to make a drive to secure funds from American physicians 
to supply a suit-package to our colleagues in Korea on a 
physician-to-physician basis. For a contribution of $20.00 
the American-Korean Foundation made arrangements for 
a Korean physician or medical student to receive a package 
containing six yards (enough for two suits) of new 100 per 
cent, virgin wool cloth. With the materials he will also re- 
ceive a letter in Hangul (the Korean language) explaining 
that this is a gift from an American physician. Included with 
the suit material and the letter will also be a copy in Hangul 
of the following: 


RESOLUTION OR EXPRESSION OF APPRECIATION 
TO THE PuysIciANs OF KOREA 


*‘Whereas, Our valiant allies, the people of Korea, have 
suffered incalculably since the invasion of the Republic of 
Korea by the Communist North Korean People’s Republic; 
and 

Whereas, The individual physicians of the Korean Medical 
Association, a member of the World Medical Association, 
have shown great courage and personal sacrifice against 


REGISTERED TRADEMARK FOR THE UPJOHN BRAND OF METHSCOPOLAMINE BROMIDE 








almost insurmountable odds in meeting the medical needs 
of their people, therefore be it 

Resolved, That the House of Delegates of the American 
Medical Association, in session in New York on June 3, 
1953, express to the physicians of Korea and the Korean 
Medical Association our deep and sincere appreciation and 
admiration for their personal courage and devotion to the 
nation and their fulfillment of the highest traditions of the 
medical profession and our firm intention to aid our col- 
leagues, the physicians of Korea both in substance and in 
spirit.” 


We also arranged that physicians who wished to share in 
the project would receive as proof of delivery a signed 
receipt from a Korean physician who would be the recipient 
of the package. Contributions, which are deductible from 
income tax, were to be sent to the American-Korean Founda- 
tion, 345 East 46th Street, New York 17, New York. 

You were generous enough to let me write the members 
of the American Academy of General Practice, telling them 
of the project, but to date our response from all of the 
physicians of American has not been adequate to meet the 
need. We have collected funds to send 2,000 suit packages, 
and there are some 4,000 doctors in Korea. One of my col- 
leagues has just returned from Korea and there is great 
excitement about the first packages that arrived. 

In a recent letter from the president of the Korean Medi- 
cal Society, he states, “I can’t tell you what it means to us, 
the physicians of Korea, to have this expression of friend- 
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ship from our American colleagues. It has given us new 
courage.” 

It would be most regrettable and disappointing if we can- 
not supply the needed packets for every physician, and I 
do hope that the members of the Academy will reconsider 
the need and help us. It will mean much not only in our 
professional relationships but in the field of international 
understanding and our struggle against Communism. 

Howarp A. Rusk, M.D. 
President 
The American-Korean Foundation 


New York, N. Y. 


This worth-while project will receive the full co-operation of 
the Academy.—PUBLISHER 


Initial Delight 


Dear Sir: 

I am dropping you this note to tell you how very pleased 
I was with the excellent job that GP did with the first con- 
ference in our series (page 47, June, 1954). I do not know 
of another medical journal that puts out such a truly fin- 
ished product. 

Marc H. Ho.ienper, M.D. 

Neuropsychiatric Institute 
University of Illinois College of Medicine 
Chicago, Illinois 
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The Upjohn Company 


Kalamazoo, Michigan 





Clinicopharmé cologic Properties of ss 


} 
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The following table is quoted verbatim from the report by Dimitroff, S.P.; Griffith, G.C.; Thorner, M.C. and Walker, 
J.: Clinical Evaluation of Gitalin in the Treatment of Congestive Heart Failure, Annals, Int. M. 39:1189. (Dec.) 1953. 





Derivation Digitalis purpurea. 





Appearance Amorphous white powder. 





Uniformity Constant from batch to batch. 





Absorption Rapid and complete from gastrointestinal tract. 





Route of administration Oral. 





Rate of excretion between the rapidly excreted 


Dissipation nigh ae 
“ Digoxin and slowly excreted leaf or digitoxin. 





Less toxic than other glycosides. Digitalizing 


Range of toxicit ; : : 
8 y dose is about 1/3 amount of the toxic dose. 





2.5 mg. first, then 1.0 mg. every 6 hours, or 
Dosage by rapid method 1.0 mg. every 4-6 hours until toxic or therapeutic 
effect appears (usually 24-48 hours.) 





-A single dose of 1.5 mg. daily, or 0.5 mg. t.i.d. until 


by slow method F : 
ante atniataares toxic or therapeutic-effect appears (usually 4-7 days). 





Same as for other glycosides, i.e., anorexia, nausea, 


Symptoms of toxicity vomiting, color-vision, ectopic beats, ST-T changes. 











Simple dosage equivalent: 0.5 mg. (1 tablet) of Gitaligin is 

approximately equivalent to 0.1 Gm. (14 gr.) digitalis leaf. 

N\ Gitaligin is supplied in 0.5 mg. tablets, deep scored for 

J accuracy and flexibility of dosage—in bottles of 30 and 100. 
Gitaligin is accepted by the Council on Pharmacy and 

Chemistry of the American Medical Association. 
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Editorials 





McCormick's Farewell Address 


AT THE SAN FRANCISCO MEETING of the AMA last 
June, Dr. Edward J. McCormick surprised the 
House of Delegates with a couple of the sugges- 
tions in his presidential address—one pertaining to 
the new code for physician-hospital relations, the 
other to the question of physicians’ fees. The ex- 
tent of reaction to his remarks could pretty well be 
measured by the attendance at the hearings of the 
reference committee to which the address was re- 
ferred. That committee might otherwise have ex- 
pected to have five people at its meeting (if all five 
committee members had showed up). As it turned 
out, there was standing room only, and not much 
of that. 

The code for physician-hospital relations was 
mentioned only briefly in Dr. McCormick’s printed 
text. But in delivering that portion of the address, 
he clearly announced his intention to deviate from 
what had been printed. He then requested the 
House of Delegates to reconsider their action of 
last December when they accepted the new code 
but tacked on the stipulation that the code was not 
to supersede any previous actions of the House of 
Delegates in this field. Dr. McCormick warned that 
this latter stipulation might undo some of the good 
results of the lengthy negotiations between Amer- 
ican Medical Association and American Hospital 
Association—might delay for another year the im- 
plementation of the new code. 

Nothing much came of Dr. McCormick’s warning. 
To most of the delegates the points at issue were 
nebulous, and accordingly the matter was referred 
to the Board of Trustees for consideration and fu- 
ture report. Meanwhile, the delegates were inclined 
‘o agree with the newspaperman who called Dr. 
McCormick “America’s foremost text-deviate.” 

In connection with physicians’ fees, the profes- 
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sion was asked to consider the creation of average 
fee schedules on a regional basis. This policy has 
prevailed in at least one State for more than seven 
years. Dr. McCormick pointed out that such sched- 
ules have several advantages. They establish appro- 
priate values for professional services that would be 
known to the public; they help insurance under- 
writers in the development of schedules of benefits ; 
and they facilitate discussion between the patient 
and his physician in the event of a fee variance from 
the publicized list. 

All of this was easy for the delegates to compre- 
hend and seemed generally acceptable. However, 
they were nettled by the remarks that followed, 
when Dr. McCormick seemed to criticize the ancient 
practice of varying fees in accordance with patients’ 
ability to pay. It sounded very,much as though he 
were advocating an absolute ceiling on fees. 

Of course, such “fixation” of fees is not a new 
idea. It was an essential recommendation of the 
Dichter Report which was summarized in GP for 
October, 1951. It makes good sense to a lot of 
physicians (mainly general practitioners, pediatri- 
cians, and internists), but is anathema to some oth- 
ers (mainly those whose average fee for a service 
is in three figures). 

During the meeting of the reference committee 
that listened to discussion of Dr. McCormick’s ad- 
dress, he clarified his position by stating that his 
remarks were intended to be a condemnation of ex- 
orbitant charges more than a plea for “‘fixation” 
of fees. Still, anyone reading his speech, as many 
will have done by the time this editorial is pub- 
lished, will not have divined that intention from the 
sentences: “The time has passed when the medical 
profession can predicate a fee on the basis of ability 
to pay. The well-to-do man or woman is resentful 
of this ancient practice—a fact borne out by many 
of the letters I received during the past year.” 





One thing is clear. During his year as President 
of the American Medical Association, Dr. McCor- 
mick was truly the leader of American Medicine. 
More than once he exerted his prerogative of lead- 
ership when he touched physicians’ sore points. It 
seems only fitting that he should have done it again 
in his farewell address. 


The Risks of Rubella 


Ruse.tta (German measles) is a common viral dis- 
ease, difficult to diagnose except during epidemics. 
Until about thirteen years ago, it was considered 
quite benign. That concept has been changed dras- 
tically by the belief that when a woman acquires 
rubella during the first trimester of pregnancy, 
there is an increased risk of abortion, stillbirth, or 
congenital malformation of the baby. 

In their review of ‘“The Rubella Problem,” in the 
May issue of the Journal of Pediatrics, Krugman and 
Ward raise and attempt to answer questions about 
management of the pregnant woman who has been 
exposed to the disease. Of course, if the exposure 
takes place after the first trimester, these questions 
do not arise. The questions: “Should gamma glob- 
ulin be given? How effective is it as a prophylactic 
agent? Is a therapeutic abortion indicated after the 
disease has been acquired?” 

The gist of the answer propounded by these 
authors is “that the management of the rubella 
problem must be ,individualized in every case.” 
They go on to say that when a woman is known to 
have been exposed to rubella, gamma globulin 
should be withheld if a decision has been made for 
a therapeutic abortion; this to avoid masking the 
disease. If on the other hand, therapeutic abortion 
is refused by the patient for personal or religious 
reasons, or is not recommended by the physician, 
gamma globulin should be administered, although 
its value in preventing rubella is uncertain. Krug- 
man and Ward advocate therapeutic abortion for the 
pregnant woman known to have rubella during the 
first trimester unless they are dealing with a situa- 
tion equivalent to that of an “older couple, childless 
for fifteen years.” 

Entirely apart from religious or philosophic con- 
siderations, therapeutic abortion seems unjustified 
for scientific reasons. The truth of the matter is that 
there is still too much uncertainty regarding the 
risks induced by rubella in a pregnant woman. 
Thus, in their thorough review of writings on the 
subject, Krugman and Ward find that the disease 
entails a risk to the baby (abortion, stillbirth, or 


malformation) of something between 10 per cent and 
90 per cent! With a spread that large in the estimates, 
scientific evaluation of the place of therapeutic abor- 
tion had better wait for further studies. 

But there is no dispute with the ultimate conclu- 
sion reached by the authors. They write: ‘At the 
present time, the most effective method of attacking 
the rubella problem is to encourage deliberate ex- 
posure to this disease before the childbearing peri- 
od. This ‘active immunizing’ procedure carries with 
it the danger of increasing the spread of German 
measles in the community. Consequently, it must 
be rigidly controlled in an effort to eliminate this 
hazard to the pregnant woman.” 


Heroin Addiction 


ONE OF THE DANGEROUS sociomedical problems in the 
United States is the widespread and spreading use 
of narcotics—chiefly heroin. It is an unfamiliar 
problem to most physicians. Only those who prac- 
tice in cities, and chiefly those who are active at 
large municipal hospitals, fully appreciate its scope 
and seriousness. 

The big city heroin addict usually is a member 
of a less favored segment of the population. At about 
the time he is high-school age or a little older, he is 
persuaded to try the drug for the first time. This 
happens when he’s with “the gang,” in very much 
the same way that young people are sometimes in- 
fluenced by the social pressures of the moment to 
have their first encounter with a cigar or with whis- 
key. Of course there is one important difference. 
One or more of the group have a personal financial 
interest in persuading their companions to experi- 
ment with heroin. They support their own needs for 
the drug by “pushing” it in this way. 

The first (and all other) experiences with heroin 
carry small reward. The drug is a physical and 
mental depressant—causes stupefaction or dream- 
troubled sleep and induces impotence, sexual and 
otherwise. 

Heroin has amazing properties for causing ad- 
diction quickly, so that using it once sometimes 
seems enough to bind the user to its influence. 

There starts the social problem. The heroin ad- 
dict must find some means to meet the costs of his 
addiction. This he does in various ways—all illegal, 
some more morally repulsive than others. Thus he 
steals, or pimps, or pushes the drug (thereby 
spreading the addiction), and his female counter- 
part commonly turns to prostitution to earn her 
daily drug. 
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Somewhere along the path of his addiction, the 
heroin-user is likely to get into trouble medically. 
Entirely apart from the actions of the drug or the 
effects of its withdrawal, addicts get sick. Two fac- 
tors account for this. First, addicts are careless of 
the technique of injecting the drug. The material 
they use is a mixture of heroin and various adulter- 
ants; commonly it yields a luxuriant growth of bac- 
teria. It is dissolved in water by the most perfunc- 
tory boiling, is drawn into an unsterilized syringe, 
and is then injected (usually intravenously) through 
unsterilized skin. Small wonder that city-hospital 
physicians become familiar with various infectious 
complications of addiction—abscess, suppurative 
thrombophlebitis, septicopyemia, septic pulmonary 
infarction, bacterial endocarditis, and tetanus. Sec- 
ond, heroin addicts are naturally gregarious. Group- 
taking of the drug is common, and unsterilized in- 
jection equipment is passed from person to person 
in the group. This accounts for the prevalence of 
such blood-borne diseases as malaria and homolo- 
gous serum hepatitis. 

Even physicians who have never seen or treated 
a heroin addict should have an interest in the social 
and economic implications of addiction. Along with 
all other tax-paying citizens, physicians are sharing 
the enormous costs. 

One means for reducing the costs of addiction 
was contained in a resolution introduced by the 
New York State Medical Society in the meeting last 
June of the House of Delegates of the American 
Medical Association. That resolution noted that 
crime in drug addiction stems from the inability of 
addicts to purchase drugs at present illegal prices 
($15 to $100 per day per addict), that addicts there- 
fore become drug salesmen and procure new ad- 
dicts, and that the illicit narcotic trade exists only 
because of the huge financial profits (two pounds of 
heroin costing $10 in China sells eventually for 
$80,000 in the United States). It therefore advo- 
cated a policy of legalization of distribution of nar- 
cotics at cost or free to addicts, under appropriate 
safeguards. 

The House of Delegates chose not to act on this 
resolution. Rather it was shunted to the American 
Medical Association’s Board of Trustees for study 
and later report. Such delaying tactics by the 
House are quite understandable. The problem was 
too complex for the delegates to consider on such 
short notice. However, it seems sure that they will 
have to meet it squarely in the future. As physician- 
citizens, they are powerfully obliged to prepare 
themselves for that meeting. 
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Medicine and the Press 


IN HIS ADDRESS to the Conference of Presidents and 
Other Officers of State Medical Associations in San 
Francisco last June, Mr. Alton L. Blakeslee called 
for more mutual exchanges between newsmen and 
physicians. In his opinion, such exchanges redound 
to the benefit of the public, because when people 
are well informed on health matters, they are likely 
to be healthier. He did acknowledge that sick people 
often react emotionally to medical news and, by 
their misinterpretations, are led to a futile grasping 
at straws. However, he obviously felt that the ad- 
vantages of good medical reporting far outweigh 
the disadvantages. 

In passing, Mr. Blakeslee paid heed to the ten- 
dency of some physicians to be irked by medical 
news reporting. He implied that they react this way 
because they resent hearing about medical develop- 
ments from mere newsmen—maybe even resent hav- 
ing to buy Time or Newsweek or the daily paper in 
order to stay abreast. He tried to be soothing when 
he told the doctors that they needn’t be embar- 
rassed when they first hear of a therapeutic advance 
from a patient who happens to have read one of Mr. 
Blakeslee’s own Associated Press releases. He did 
not touch on another pet peeve—news reporting of 
discoveries that turn out to be flashes in pans. Phy- 
sicians and public alike have been burned frequently 
by such flashes, but only the physicians seem to have 
developed a kind of conditioned reflex to the ex- 
perience. 

Although Mr. Blakeslee didn’t go into further 
detail about the scornful attitude some physicians 
have for news reports, his concluding remarks were 
stimulating in this regard. He said that the ethical 
principles of the physician and the newsman coin- 
cide—that if we have differences, it is because one 
of us is not adhering to our ethics. Certainly this 
statement applies to the physician’s resentment of 
what he considers premature reporting of medical 
theories. If he’ll think about it for a moment, he’ll 
be forced to agree that physicians themselves, not 
the newsmen, are mainly responsible for his irrita- 
tion. After all, the physicians are the source for all 
the half-baked ideas. These men are not unethical; 
they are simply unrestrained when it comes to 
rushing to a podium or into print. Nor are these 
men publicity-seekers; they are only reflecting 
the fashion of their times, when a_ research 
worker’s worth tends to be judged more by the 
length of his bibliography than by the wisdom it 
contains. 
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Press Coverage, 1954 Assembly 


More THAN 1,100 newspaper stories, feature ar- 
ticles, and editorials telling about the Academy’s 
Sixth Annual Scientific Assembly have been re- 
ceived at the headquarters office. These clippings 
come from Consolidated Press Clipping Bureaus, a 
nationwide organization that furnishes press no- 
tices appearing in the nation’s 1,800 daily and 
7,000 weekly newspapers. 

Of the 1,130 clippings received, 979 were de- 
voted to a single item of interest. The remaining 
151 discussed more than one facet of the Assembly. 
Last year’s Scientific Assembly resulted in only 651 
single-item stories. Press interest thus jumped 
more than 20 per cent. 

The 1,130 stories were written by reporters from 
all parts of the country who came to Cleveland for 
the Assembly. Outstanding science writers, such as 
Alton Blakeslee of the Associated Press attended 
the meeting. 

The most frequently-appearing story was based 
on Dr. Herbert D. Chamberlain’s scientific exhibit 
urging at-birth inoculation with a standard prepa- 
ration of diphtheria, pertussis, and tetanus vaccine. 
This story appeared in 213 newspapers. 

The next most widely-used story, which resulted 
in 211 clippings, was based on Dr. Robert M. 
Myers’ scientific paper on Medical Complications of 
Pregnancy. Dr. Myers encouraged an understand- 
ing, on the part of the physician, of the conditions 
which make pregnancy either a nightmare or a 
delightful experience. 

Attention was called to a GP editorial that sug- 
gested tattooed identification for patients with an 
acute sensitivity to drugs which might be adminis- 
tered to an unconscious patient. This story ap- 
peared in 151 newspapers. 

The fourth most widely-used story was based on 
the Merrill Shaw project urging “A Family Doctor 
for Every Doctor’s Family.” Academy adoption of 
this project resulted in 121 clippings. It has since 
received wide but untabulated mention in leading 
professional publications. 

Dr. Richard W. Te Linde’s talk entitled “‘Unjus- 
tified Pelvic Surgery” resulted in 105 newspaper 
stories. Dr. Te Linde called attention to the general 
practitioner’s important role in advising patients 
against unjustified surgery and in evaluating recom- 
mendations for surgery. 

Press interest in fee-splitting and other unethical 
conduct dropped off-—probably because the satura- 
tion point was reached. One of the most popular 





stories based on the 1953 Assembly, it fell to six- 
teenth and appeared in only six newspapers follow- 
ing the 1954 Assembly. 

More clippings will undoubtedly reach the head- 
quarters office but not in quantities large enough to 
make a significant change in the rankings or total. 
In all, thirty subjects were of sufficient interest to 
prompt newspaper coverage. 


More About Polio Vaccine 


In GP ror Juty, the editorial, “Fits and Starts,” 
ended with an expression of hope that the results 
of this summer’s experiments with the Salk polio- 
myelitis vaccine would be published promptly. 
Ending an editorial that way is an old editorial 
trick known as “the-passing-the-ball technique for 
stimulating action.” 

Action came sooner than might have been ex- 
pected—in the form of a note from Dr. Hart E. 
Van Riper, Medical Director of the National Foun- 
dation for Infantile Paralysis. In essence, Dr. Van 
Riper said that the most important phase of the 
tests—the Evaluation Study—is now under way. 
The validity of this evaluation, he points out, is 
dependent on the completeness of data on cases in 
the test groups, including those children in the first 
three grades who did not get vaccine. 

Local and state health authorities in the par- 
ticipating areas have arranged for distribution in 
those areas of procedure outlines and reporting 
forms. It is also important, however, that physicians 
in areas where the vaccine was not given, report 
on any cases among children who participated in 
the tests and then migrated to another area or to 
summer camps. 

Dr. Van Riper’s statement is a strong plea for 
co-operation by practicing physicians in prepara- 
tion of the preliminary report on this very im- 
portant study. Needless to say, GP strongly 
endorses this plea. 


Practicing Physicians 


In 1950, an analysis of the American Medical Asso- 
ciation’s directory showed that 63 per cent of the 
nation’s active, practicing physicians were general 
practitioners. The remaining 37 per cent were full- 
time specialists. 

The followiag figures are contained in a 1952 
estimate prepared by the AMA’s Council on 
Medical Education and Hospitals. They are part 
of an AMA survey on postgraduate education. 
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Type of Practice Number 





80,336 48.7 


24,579 14.9 





Total General Practice 
Specialists 


104,915 63.6 
60,046 36.4 





100.0 


Note that the ratio has not changed. This may 
indicate a trend. It at least shows that the demand 
for family doctors has reversed the trend toward 
specialization. Even more significant is the fact that 
in 1951, only one out of every ten medical students 
planned to enter general practice. Today, six out 
of ten plan to become family doctors. 

A recent A.M.A. survey of physicians who had 
returned from military service showed that the 
ratio of general practitioners to specialists at the 
time of entering military service was three to one. 

In any case, it is apparent that the majority of 
people, including service personnel, depend on 
general practitioners for their medical care. This 
fact is frequently overlooked or not emphasized in 
discussion about general practice. It needs to be 
brought to the attention of hospital governing 
boards, particularly in general hospitals which are 
community built, sponsored, and supported. 


ACROSS THE 


In the Month of July 


FOR PUBLICATION in September, came a potent re- 
minder that the 1955 Scientific Assembly of the 
American Academy of General Practice will be held 
in California next March. That reminder—the pro- 
gram of the Assembly, which appears on page 152. 

In California everything is thought to be bigger 
and better than anywhere else. Los Californios, 
through their State Medical Association, gave the 
biggest contribution to funds for medical education 
at the AMA meeting last June. Their movie studios 
cultivate a language and an aura of immensity. 
There’s an advertising executive at Columbia who 
makes it clear to visitors that the desk in her office 
was hard to find because she had wanted a little 
desk, and executives’ desks in California are cus- 
tomarily colossal—thereby impressing those who 
see her desk with the fact that Los Californios have 
the biggest little desks in the world. There’s the 
spectacle of the Los Angeles homeowners who scat- 
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EDITOR'S 


The importance of specialists in the hospital pic- 
ture should not be underestimated. However, if the 
hospital is to fulfill its responsibility to the com- 
munity, it must give family doctors, who are pro- 
viding the bulk of the medical care, an opportunity 
for staff appointment and privileges in accordance 
with their training and ability. With the increased 
need for the specialized services and facilities avail- 
able only in a hospital, qualified, licensed physicians 
must have the opportunity to utilize their commun- 
ity hospital. This would give all members of the 
community the benefits of modern medical care. 

Those specialists such as radiologists, anesthesiol- 
ogists, and pathologists (who ordinarily treat pa- 
tients on referrals or in consultation with a family 
physician) might be excluded from the number of 
practicing specialists. The ratio of general practi- 
tioners to practicing specialists is then about 66 
per cent to 34 per cent. If this 66 per cent engaged 
in general practice disappeared or was unfairly lim- 
ited in the utilization of hospital facilities, the 
public’s demand for assistance might result in im- 
mediate government control of medicine. 

Members of the profession who are not engaged 
in general practice should be vitally concerned in 
helping to increase the number of physicians who 
are providing the bulk of medical care. 


ter flower seeds instead of grass seed on an acre 
or so of ground in front of the house—spend hours 
beating down the growth and spreading plant-kill- 
ing solutions so as to hold the blooms to a mere 
extravaganza of color. Ah yes, Los Californios have 
a way with things. 

So, to describe fully the program for the com- 
ing Assembly might seem like Californian hyper- 
bole. Since the Assembly is to be in Los Angeles, 
wouldn’t you expect it to be extolled as the biggest 
and best ever? But when you look at the program, 
you'll agree that to praise it would be—to rob Cali- 
fornio L. A. Alesen of one of his cutest quips—“‘like 
gilding the lily, or carrying coals to Newcastle, or 
trying to rephrase the Ten Commandments.” And 
if you are afraid that your good reaction to the pro- 
gram is just a California influence, be reassured. 
This program is really as superior as it seems. It was 
devised and developed by a committee under the 
chairmanship of Dr. Andrew S. Tomb. He’s from 
Texas! —H? 





‘Xe, sNOVNINYXE *s 
TOOHISIYd ~*Sy 
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Che Vaccination and Immunization History 
of Children Entering School 


BY CHARLES R. HAYMAN, M.D. 


Harford County Department of Health, Belair, Md. 


it is generally conceded that all people should be vaccinated against smallpox 

and immunized against diphtheria, pertussis, and tetanus during the first year of life. The family doctor, 
because he does the bulk of pediatric practice, has the prime responsibility for attaining this ideal. 
School records indicate that family doctors are doing steadily better in accepting 


this responsibility, but they still have a long way to go. 


In GP For sunE, 1953, Dr. A. C. McGuiness wrote: 
“It is generally conceded that all infants should be 
vaccinated and immunized before they are one year 
old.” From this statement, one might assume that 
the procedures are universally practiced. However, 
studies here and elsewhere show that such is not 
the case. 

There are several methods of measuring this. 
Physicians have been asked to report each vaccina- 
tion and immunization, but reporting has been 
incomplete. Health Department records have been 
tabulated, but these covered only a small part of 
the infant population. Several investigators have 
surveyed representative samples of children on their 
lirst birthday. They have questioned the parent by 
mail, phone, and interview. 


Our method is retrospective. We are reporting 
the percentage of children entering school in the 
past three years, who were protected when they 
were infants. 


Background 


Harford County is fairly representative of the 
counties of Maryland. It now has a population of 
56,000. One quarter of the people live in three 
small towns, and the remainder are rural, nonfarm 
and farm residents. The Negro population is 10 
per cent. There are thirty general practitioners in 
the county, and no full-time pediatricians. 

It differs in that it has two military establish- 
ments, with an associated dependent population 
of several thousand, which is shifting rapidly. Also, 
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because of its nearness to Baltimore, much of the 
medical care is provided by physicians and hospitals 
of that city. 


Procedure 


This study is a by-product of the preschool exam- 
inations done by private physicians in their offices. 

At registration for school in the spring, each 
parent was advised to have her child examined by 
her own doctor. The parent was given a blank 
medical record to be completed by the physician 
and returned to the Health Department. Informa- 
tion as to previous vaccination and immunization 
was obtained by him from the parent or from his 
own files. Vaccinations and immunizations done 
at the time of the examination were then entered 
on the record. 

In 1951, there were 1,079 children registered 
for the first grade. Of these 668, or 62 per cent, were 
examined. These examinations were done by sixty- 
seven different physicians of whom twenty-six were 
civilian physicians and nine were Army physicians, 
in Harford County. Two were Baltimore pediatri- 
cians working in our child hygiene clinics, who 
examined forty children. The remaining thirty phy- 
sicians were mostly in Baltimore City and County, 
but a few were practitioners in adjacent Cecil 
County, Md., and York County, Pa. 

In 1952, there were 1,427 children registered. 
Of these 1,090, or 76 per cent, were examined. 
Only fifty were examined at the clinics. 

In 1953, 1,732 children were registered. Exami- 
nations were done on 1,327, or 77 per cent, all but 
126 by family doctors. 

Each year about 90 per cent of the examinations 
were done before school opened, and the remainder 
were completed by the end of October. 


Findings 


First Vaccination. The information given by the 
physicians showed that, of the children entering 
school in 1951, only 25 per cent had been vaccinated 
before their first birthday. After this, a smaller 
percentage was done each year, until at the time 
of the examination 71 per cent had been protected. 
A considerable number was then done, so that at 
school entrance 97 per cent had been vaccinated. 

Of the 1952 entrants, 28 per cent had been 
vaccinated in the first year of life. The correspond- 
ing figure for 1953 entrants was 30 per cent. 

Revaccination. At the time of school entrance 
in 1951, 9 per cent had received a second vaccina- 


tion. These figures for 1952 and 1953 entrants were 
18 per cent and 16 per cent, respectively (Figure 1, 
page 34). 

First Immunization against Diphtheria, Pertussis, 
and Tetanus (DPT). The physicians stated that 
42 per cent of the children entering school in 1951 
had been immunized in the first year of life. Seventy- 
two per cent had been protected before coming for 
the preschool examination. A large number of 
children were then given their first series of DPT, 
bringing the percentage protected up to 88 per cent. 

Of the 1952 entrants, 50 per cent had been 
immunized before their first birthday, 79 per cent 
before the preschool examination, and 90.5 per 
cent before entering school. The corresponding 
figures for the 1953 entrants were 58 per cent, 81 
per cent and 92 per cent. 

Booster DPT. In contrast to the small percentage 
of 1951 entrants who had been revaccinated, the 
physicians had given booster dceses of DPT to 47 
per cent of these same children. Of the 1952 and 
1953 groups, 54 per cent and 61 per cent had been 
given booster doses before entering school (Figure 2, 
page 34). 

Variation in Practice by Individual Physicians. 
There was a great variation among physicians in 
the percentage of their patients protected before 
their first birthday. For vaccination this ranged 
from 12 per cent to 62 per cent; for DPT from 15 
per cent to 80 per cent. 

There was a similar variation among physicians 
in protecting their children with DPT by the time 
they entered school. The cumulative percentages 
(birth to 64% years) varied from 46 per cent to 100 
per cent. There was a lesser variation regarding 
vaccination, which ranged from 76 per cent to 
100 per cent. 

Table 1 shows the cases of four local general 
practitioners, selected to show these variations in 
practice. 


Comments 


Vaccination. The percentage of school entrants 
who had been protected as infants, rose annually 
from 25 per cent to 28 per cent to 30 per cent. The 
last figure represents vaccinations performed in 
1947 and 1948. If this proportionate increase had 
continued, then in 1953 only 43 per cent of our 
infants would have been protected. 

We do not know why so many infants are not 
vaccinated. We offer the following possible reasons: 

1. Some children are not brought to any physi- 
cian during their first year, except for acute illness. 
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table 7 Vaccination and Immunization as Practiced by Four Selected Physicians 





Location Number of 
and length 


of practice 


preschool 
examinations 


Percentage of children examined who were 
vaccinated (V) and immunized (DPT) 
Under 1 year Before entering school 
V DPT V DPT 





Dr. A 
Urban— & years 


Dr. B 
Urban— & years 


Dr. C 
Rural—25 years 


Dr. D 
Rural—35 years 





Kandle estimated that, in 1947, 6 per cent of Phila- 
delphia infants never had a medical check-up. 
In the semirural area of Harford County, the figure 
is undoubtedly higher even now. 

2. Some parents object to early vaccination. 
From our clinic experience, I doubt that this is a 
major factor. I am inclined to agree with the opinion 
that “parents are almost always willing to follow 
the physician’s advice in this matter.” 

3. Many general practitioners delay the pro- 
cedure, feeling that it will be done before school 
entrance, since it is a legal requirement. Some 
delay because they consider the risk of exposure 
insignificant, especially before school attendance. 
Section 73, of Article 43, Laws of Maryland, 
Annotated Code 1951, states that no child shall be 
admitted to a public school without a certificate of 
successful vaccination. It is generally unknown 
that Section 70 requires Maryland physicians to 
vaccinate within one year after birth, all children 
presented for the procedure. It is likewise unknown 
that Section 72 requires every parent and guardian 
to have his child vaccinated within twelve months 
after its birth. Sections 70 and 72 are unenforced 
and practically unenforceable. 

4. Most physicians have never seen a clinical 
case of smallpox. A few consider the risk of ex- 
posure so small that they question the current 
value of the whole procedure. 

Smadel has written, “It should be clearly under- 


stood that a sufficient number of reasonably well 
vaccinated members of a community offer appre- 
clable protection to the non-vaccinated members 
... since they block the spread of the disease in the 
same manner as a fire-break stops a forest fire.” 
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It would be most helpful if we could determine 
the minimum proportion of vaccinated persons 
necessary to stop the spread of one imported case. 
Without this information, we will probably have 
to rely on immediate mass vaccination and revacci- 
nation, whenever a case is diagnosed in or near the 
community. 

Diphtheria, Pertussis, and Tetanus. The findings 
here are much more hopeful. The percentage of 
infants immunized rose from 42 per cent (1945- 
1946), to 50 per cent (1946-47), to 58 per cent 
(1947-48). If this proportionate increase continued, 
95 per cent of our infants would have been pro- 
tected in 1953. It seems safer to say that at least 
75 per cent were immunized. 

We do know, however, that 8 per cent of children 
entered school in Harford County this year, with- 
out any previous DPT injections. Practically all 
were given the first series during school visits in 
the fall. 

The fact remains that a significant percentage 
of infants and preschool children are currently 
unprotected. It therefore seems advisable to em- 
phasize the following points to general practitioners : 

1. This is essentially their problem since they 
care for the vast majority of well infants. Outside 
the cities, there are few pediatricians in private 
practice. Our health department pediatricians see 
less than 10 per cent of the total number of infants. 

2. Although the incidence of pertussis has fallen 
recently, it is still appreciable. (Seventeen per cent 
of children entering school in 1951, and 12 per 
cent of 1953 entrants, had a history of pertussis.) 
It is still a dangerous disease, particularly in early 
infancy. For this reason, the first protective dose 





should be given at about 3 months. In fact, prenatal 
immunization of the mother has been advocated to 
protect the infant from birth to 3 months. 

3. McGuiness has stated, ‘With the sharp reduc- 
tion in the incidence of diphtheria (from 1920 to 
1951) there has been a corresponding fall in the 
number of carriers of C. diphtheriae. Repeated 


exposures to these carriers formerly provided the 
stimulus necessary to maintain the immunity of 
our population. This stimulation now must be 
provided, by and large, by artificial means.” 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 





Che Crypt Operation 


BY DONALD G. BARTON, M.D. 
Concord, N. H. 


1. Introduction. 


Ninety per cent of adult tonsils have significant 
crypts. Many people complain of grey-white pellets 
exuding from these pockets, and pressure on the 
tonsil will express debris which is often very foul 
smelling and tasting. There is reason to believe the 
crypts are local foci of infection. 


2. Anatomy. 


The crypt is literally a pocket within the tonsil. 
Its opening is at the superior pole and it extends 
downward for a varying distance up to one centi- 
meter. It may be narrow or dumbbell in shape. Its 
course is seldom deep into the tonsillar tissue but 
tends to follow a line parallel to the mucous mem- 
brane. The sac contains pus in varying stages of 
decomposition. 


3. Procedure. 


Surprisingly enough these crypts can be opened 
with very little discomfort to the patient. No anes- 
thesia is required, and only slight bleeding is en- 
countered. The procedure can be carried out safely 
in the office and requires only a few moments. The 
only suitable instruments are the Leland right and 
left, right angle, sharp-pointed thin-bladed tonsil 
knives, made by Scherer. Such a blade can be in- 
serted into a crypt opening, and with gentle rota- 
tion, it will follow down the course of the sac with 
ease. The knife is then rotated toward the center of 
the throat and the crypt opened. Most tonsils have 
two to four sacs. The throat is checked after one 
month and remaining sacs opened. 


4. Results. 


This procedure has been followed in 917 patients. 
There have been no complications and no com- 
plaints of sore throat. Grossly enlarged tonsils have 
shown marked reduction in size. There were 132 
patients with greatly hypertrophied tonsils and 415 
with moderately enlarged tonsils. The rest showed 
chronic tonsillitis of varying degrees. After the 
crypts have been incised there is a progressive re- 
turn to normal. This may take several weeks. The 
greatest improvement noted by the patient is the 
disappearance of the frequent sore throats, but he 
also feels better, and nasal and ear infections become 
improved. Neck and throat discomfort, such as lame- 
ness, stiffness, and fullness, disappears or be- 
comes noticeably improved. 


5. Conclusion. 


The adult tonsillectomy is a potentially serious 
operation. Any other procedure which will ob- 
literate the foci of infection is often more desirable. 
The crypt technique requires no special skill, is 
safe, and does not incapacitate the patient. Hospi- 
talization is not required. There is no pain or sore 
throat, and the results are consistently gratifying. 
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BY C. H. HARDIN BRANCH, M.D. AND DAVID E. 


Department of Psychiatry, University of Utah, College of Medicine 
Salt Lake City 


REISER, M.D. 


The relationship between the uterus and the woman who owns it is a reciprocal one. 


Disorders in either the general personality or in the uterus can be manifested in an alteration 


in the total personality structure, the symptoms that the patient may present, and the relief that the patient 


may obtain from various medical or surgical procedures. 


EVERY WOMAN, and certainly every woman’s physi- 
cian, is aware that the uterus and its owner have 
a complicated interrelationship with almost limit- 
less possibilities for expression in altered structure 
and functioning on the part of either the organ or 
the person. These will include such phenomena as 
the cessation of menses induced by the desire (or 
fear) of the woman to become pregnant, the high 
incidence of uterine fibroids in women with intense 
unsatisfied desires to have children, the emotional 
difficulties attendant upon the menarche, preg- 
nancy, and the menopause, and innumerable varia- 
tions of these. It is the purpose of this paper to 
discuss a few of the possible emotional reactions 
that may be found in association with some of the 
aspects of uterine function. 

Mythologically, the uterus has a colorful history. 
It was assumed at one time to have an independent 
life and motility of its own (even now some women 
seem to attempt denial of its actual attachment to 
them), and certainly its changes in size and its pro- 
duction of blood and babies have understandably 


been responsible for the host of taboos, legends, and 
mysteries surrounding this hidden and almost sin- 
ister organ (Figure 1). It is not surprising, there- 
fore, that a very early etiologic relationship was 
established between the uterus and emotional dis- 
turbances. Hysteria is so traditionally connected 
with the possession of a disturbed womb that it gets 
its name from the same root-word, and though we 
no longer subscribe to the earlier idea that men 
cannot have hysteria, the phrase ‘a hysterical 
woman” still seems somewhat more appropriate 
than “‘a hysterical man.” 

Modern education on matters relating to sexual 
anatomy and physiology might be expected to have 
diminished the emotional impact of traditional atti- 
tudes; however, we have been repeatedly surprised 
that many women, otherwise sophisticated and in- 
telligent, are extremely naive in their approach to 
uterine functions and their psychologic concomi- 
tants. So striking is this discrepancy that one sus- 
pects—and in some cases can demonstrate—a psy- 
chic block against the acquisition of knowledge in 
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Independent and blood-producing. 


No wonder it is called “‘The Curse.” 


Menstruation carries ideas of injury. 


Figure 1. 


Figure 2. 


Figure 3. 


this area. It certainly appears that the textbook 
material “learned” in high school and college physi- 
ology courses makes but a feeble onslaught against 
the fortress of centuries-old legendary beliefs. 
Prior to the onset of the menses, there is in most 
children very little knowledge of the uterus, and the 
“basket under mother’s heart” or some similar con- 
cept appears to cover the matter even in the better- 
informed children. This is certainly understandable 
enough, since boys can be distinguished from girls 
by the fact that the former are demonstrably the 


>] 


“*haves” while the latter are the “have-nots,” and 


the abdominal swellings associated with pregnancy 


are quite satisfactorily attributed to the stomach. 
Girls with older sisters usually learn quite early that 
periodic bleeding can be expected, but their knowl- 
edge is often limited to this fact. The establishment 
of the menstrual cycle, therefore, is usually achieved 
in a setting of scanty factual information and much 
traditional material. 


Menarche 


The earlier literature is full of the magic and 
rituals surrounding the menstrual cycle. The men- 
struating woman was primitively regarded as ex- 
tremely potent, usually for evil. In many areas she 
was forbidden to have anything to do with milk, was 
said to prevent mayonnaise-from thickening, was 
believed to do harm with her very glance, could 
prevent bread from rising, could wilt cut flowers 
and spoil milk that was to be made into cheese. 
No wonder the condition is called ‘The Curse!” 
(Figure 2). On the other hand she had some useful- 
ness in early times in Germany—the blood of a 
newly menstruating girl was used to give the proper 
temper to the metal forged into a sword. 

Against this ominous backdrop of legend, the 
girl initiates her menstrual cycle with additional 
cultural and personal attitudes. There is, inevitably, 
the external bleeding which represents a threat to 
the body integrity and annoys the fastidious person. 
In the girl who has not received adequate premen- 
strual instruction, this can be associated with ideas 
of self-injury, usually of a masturbatory nature. 
The fact that a common phrase “falling off the roof” 
is used as a euphemism for menstruation carries 
this same idea of injury (Figure 3). Guilt is, of 
course, likely to be particularly severe if masturba- 
tory activity up to this time has included the intro- 
duction of sticks and similar objects into the vagina ; 
and it is extremely significant that while bleeding 
from any other part of the body would cause the 


GP « Volume X, Number 3 





young girl to turn immediately in fright to the 
parent, the initial menstrual blood is often con- 


cealed. One of our patients attempted to stop the 
blood by standing barefoot in the snow, feeling 
vaguely that she “must have done something 
wrong” (Figure 4). _ 

Furthermore, if the mother or other significant 
older woman has impressed the young girl with the 
piteous state of women, their subjection to men, 
the agonies of pregnancy, etc., the menarche may 
represent the entrance into a periodic House of 
Horror, the only exit being the menopause, which 
has a set of fears all its own (Figure 5). As one 
person put it, “I wonder now how I had the courage 
to face the female cycle at all, with all the black 
pictures mother painted of woman’s suffering since 
Eve.” 

From the social point of view, we find the girl in 
puberty assailed by a host of conflicting emotions 
(Figure 6). She may wish to grow up to be a woman 
and at the same time have some desire to remain 
a child. She may wish to join her more precocious 
friends who have established their menstrual cycle 
and on the other hand be unwilling to face the 
terrors that older women have described to her. 
Having been used, in the past, to tomboyish activi- 
ties, she now finds herself set apart from her former 
male competitors and forced into a brand new way 
of living. If she regards the menarche as a proud 
symbol of her admission to womanhood, she may 
display a new dignity—somewhat like that seen in 
her teen-age male companion who has found a hair 
on his chest (Figure 7)—or she may feel that the 
acquisition of a sanitary belt makes her one of the 
“in-group” like the possession of the proper sweater 
or shoes (Figure 8). If, on the other hand, she 
accepts this increased evidence of her maturity with 
fear and loathing, she can scarcely avoid compli- 
cating her physiologic changes with psychologic 
difficulties, 

Once the menstrual cycle has been established, 
the most important possible difficulty is in the area 
of dysmenorrhea, and here, in addition to the fac- 
tors mentioned above, one cannot avoid the impres- 
sion that the menstruating girl behaves in the way 
she has been taught to behave. It was affirmed as 
late as 1882 that “more or less pain, more or less 
prostration, and general disturbance at these epochs 
are universal and inevitable,” and some idea of the 
“general disturbance” occasioned by the menstrual 
cycle persists even into modern times. If the girl 
learns to accept the fact that the normal state of 
affairs is periodic discomfort and disability, we can 
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Figure 4. 


Figure 5. 


Figure 6. 


Standing in snow to stop the flow. 


The menarche may represent a House of Horror. 


A host of conflicting emotions. 











A proud symbol of her admission to womanhood. 


The menarche admits her to the “in-group.” 


Menstruating, she is allowed rights and privileges. 


Figure 9. 


scarcely blame her for taking advantage of the ill- 
ness, or at least taking advantage of the rights and 
privileges that it allows her (Figure 9). Admittedly, 
not all dysmenorrhea is explained on the basis of 
a “wish to be ill” on the part of the woman, but no 
office manager can escape the impression that, by 
and large, the woman who misses a day a month 
from her duties often has other signs of psycho- 
neurotic hypersensitivity. And no one who has ob- 
served this process in a family can avoid the im- 
pression that some discomfort is not too high a 
price to pay for the absence from accustomed duties, 
solicitude on the part of others, and often—even in 
the most rigid of households—the extra privilege of 
alcohol, either honestly given in the form of “strong 
gin and hot water” or more subtly in the patent 
medicines that contain a fairly respectable amount 
of alcohol. 

If there are hospitalizations and surgical inter- 
ventions of various kinds as attempts to treat the 
dysmenorrhea, there may be further psychic trau- 
mas. It might be well to mention at this point that 
hysterectomies and oophorectomies in compara- 
tively young women sometimes appear to be per- 
formed more casually than would be the case if the 
operation were recognized as the castration which 
it is. Certainly some hysterectomized women regard 
themselves as cripples (Figure 10), and perhaps we 
need to remember that the uterus, invisible though 
it may be, has some cosmetic value; to paraphrase 
an old advertisement for garters, “If you wore your 
uterus around your neck you might hold onto it 
longer.” As a corollary to this, the amount of the 
menstrual flow may be tied in with the girl’s feel- 
ings about herself as a woman, for there is some 
tendency to regard the flow as equated with sexual 
efficiency, and a diminution of the accustomed 
amount as indicative of some lessening of one’s 
feminine powers (Figure 11). The gynecologist 
must, of course, make allowance for this in evaluat- 
ing “excessive” or “diminished” flow as reported 
by patients. 

With adult heterosexual activity and the possi- 
bility of impregnation, the whole picture becomes 
increasingly more complicated, since the onset of 
the menses may be the occasion for either disap- 
pointment—or relief—that impregnation has not 
taken place; and the opposite emotions may be 
expected if the flow diminishes or the period is 
absent. 

Parenthetically, psychiatric illness appearing at 
puberty is largely nonspecific; that is, any stress at 
this time may result in the appearance of (say) 
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schizophrenia; the uterus itself is not directly cul- 
pable. In fact, generally speaking, the less attention 
that is paid to the uterus at this time, beyond seeing 
to it that the young girl has adequate information 
regarding her menstrual physiology, the better. 
A great deal of psychologic trauma can be inflicted 
by the overzealous gynecologist, who, because of 
some slight disturbance in the menstrual cycle, 
insists on doing a vaginal examination. There is no 
absolute contraindication to this examination if it is 
considered necessary, but ordinarily one should 
remember that if it is painful, it may be felt by the 
girl that this is a punishment for her previous 
masturbatory difficulties or even her first early sex- 
ual feelings. In any event, if the examination is 
considered necessary, its purpose should be reas- 
suringly explained to her. 


Pregnancy 


Pregnancy itself, of course, is invariably associ- 
ated with profound personality disturbances. Our 
culture both demands and allows certain attitudes 
in the pregnant woman. There are interesting para- 
doxes here: The traditional father-attitude is one 
of smug pride, almost surprise, but from the time 
the pregnancy is initiated the whole responsibility 
for the well-being and even the sex of the child is 
culturally thrown on the mother. It is said, for 
example, that a woman may “disappoint” her hus- 
band by “failing to give him a son,” as though she 
alone possessed the power to effect this formation. 
Further, pregnant women often have fantasies and 
worry regarding the possibility that they may give 
birth to monsters of some sort, but this worry, ex- 
cept as a secondary affair, is rare among fathers, 
even in those intellectually aware of the possibility. 

It is not properly the aim of this paper to con- 
sider the psychologic difficulties of the father, but 
we may conjecture that this unilateral responsibility 
stems partly from the fact that the role of the male 
in procreation was not clearly understood until 
comparatively recent times. And there is a story 
that in some primitive peoples the father goes to 
bed for forty days after the birth of the child and 
during this period expects and receives gifts. It is 
almost as though he pathetically wished to be re- 
membered as having had at least a preliminary role 
in the phenomenon. 

The pregnant woman is traditionally allowed to 
be emotionally unstable, subject to unexplainable 
outbursts, capricious appetites, etc. Her condition 
is said to be “delicate” ; “‘madder than a wench with 
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Figure 10. 


Figure 11. 


Figure 12. 


Some hysterectomized women feel crippled. 


The flow sometimes equated with sexual efficiency. 


The pregnancy may express hostility. 














Fighting back against the amorous male. 


Maintaining the spurious facade of quiet joy. 


She ts expected to become unstable. 


Figure 15. 


child,” as a synonym for complete insanity, is in- 
dicative of the picture she is allowed to present to 
the outside world, and the pregnant woman who 
does not show some of these vagaries is often subtly 
encouraged to do so by her friends. 

The realities of the pregnancy are quite inappro- 
priate for the display of any of these behavior pat- 
terns, and the actual behavior may, therefore, be 
more in terms of what seems to be expected than 
in terms of reality itself. Whatever we may wish to 
believe about pregnancy, and however sublime it 
may be under the proper circumstances, in sober 
fact the pregnancy may express hostility on the 
part of either husband or wife (Figure 12), increase 
the self-esteem of either, or be a mere coincidence 
without particular emotional value, at least at the 
outset. For the woman who has been trained to 
regard men as beasts, sexual intercourse as vile, and 
childbirth as a sort of vaginal Armageddon, the 
pregnancy may be a massing together of terrors 
against which she reacts frantically, and one way 
of fighting back is to use the pregnancy against 
its cause—the amorous male (Figure 13). The 
madonna-like attitude which society expects can be 
used and often is used to mask the rage and fear 
and disappointment that the pregnant woman may 
feel. 

All of these factors come to a climax at the time 
of the delivery of the child, and the alert obstetrician 
must be well aware of the attitude with which the 
woman approaches the delivery, if he is to obtain 
the utmost in co-operation from her and safety for 
her and the child. It has been well said that the time 
for a mother to get acquainted with her baby is at 
the moment when she realizes she is pregnant. She 
certainly should think of herself as an active par- 
ticipant, not a mere incubator. 

Post-Partum Psychosis. It might be well at this 
point to add a word or two about the so-called post- 
partum psychosis. While it is reasonable to expect 
that a psychosis shortly following childbirth would 
be caused by the childbirth itself, actually we have 
not seen a case of post-partum psychosis that did 
not coincide with a long-standing pervasive person- 
ality disturbance. As in the case of the mental ill- 
nesses appearing at the time of the menarche, this 
would appear to be a nonspecific stress rather than a 
stress directly related to the birth of the child. Ina 
woman with a significant history of emotional dis- 
turbances, the obstetrician should take special care 


to encourage her to discuss any feelings of fear, 
dismay, etc., prior to the delivery, rather than in- 
sisting that she maintain a spurious fagade of quiet 
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joy in order to play adequately the role of the ex- 
pectant mother (Figure 14). 

It is important to note that the childbirth per se 
is not necessarily equated with the psychosis. If a 
pregnant woman gives a history indicating emo- 
tional instability or even previous episodes of men- 
tal illness, there may be some tendency to hope that 
a recurrence of the psychotic episode may be pre- 
vented by an interruption of the pregnancy. In 
other words, if the woman does not deliver a child, 
she will not become psychotic. It is our impression 
that the impending psychotic break may have as a 
core various feelings surrounding the person’s at- 
titude about children, or may arise from the general 
stress attending any emotionally charged situation. 
Thus the stress of interrupting the pregnancy, with 
the physical incapacity, the difficulties stemming 
from the legal safeguards surrounding the oper- 
ation, and the severe guilt reactions that often are 
an indication of the ambivalence of the mother 
toward the pregnancy—these might be as contribu- 
tory to a psychotic episode as the delivery itself 
would have been. This, of course, involves balancing 
one risk against another, but the total picture 
should be kept in mind, since the patient and quite 
often her husband will sometimes put strong pres- 
sure on the obstetrician to arrange for a therapeutic 
abortion on the grounds of prevention of a possible 
psychotic episode. 


Menopause 


At the other end of the scale from the menarche, 
the menopause provides a setting for a climax of all 
the feelings a woman may have about her uterus. 
It is interesting to note that whereas the onset of 
the menses is, primitively, attended by much magic 
and ceremony, the menopause is not similarly 
honored. In one cultural group the post-menopaus- 
al woman is entitled to use certain obscenities that 
are forbidden her while she is still actively men- 
struating. In certain Indian tribes the post-meno- 
pausal woman is entitled to learn magic forbidden 
to her during her menstruating years, and in one 
limited area the post-menopausal woman is the 
heroine of the stereotyped tribal romance, but the 
Standard Dictionary of Folklore states ‘there are no 
known or authenticated records of the celebration 
of the menopause.” 

There are, however, popular ideas and attitudes 
regarding the menopausal woman. It is expected 
that at the time of the “change of life” she will 
become emotionally unstable, petulant, demanding, 
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Figure 16. 


Figure 18. 


Thriving on her importance to husband and children. 


She is either always pregnant or potentially so. 











irascible, oversensitive to temperature changes, 
frigid; will “lose her womanhood,” will become 
fat and unattractive, and in a final step in her dis- 
solution will “lose her mind” (Figure 15). Though 
this may seem a very macabre picture, one of our 
patients told us that her mother had so inoculated 
her with fear of the menopause that she debated 
for some months as to whether or not to have a 
hysterectomy (recommended for uterine myomata) 
simply because she felt that following the operation 
she would be “no good to herself or anyone else.” 
This patient, a professional person with extremely 
high intelligence, seriously wondered, “If I have 
the operation would I become the crying, clinging- 
vine type, a worrier, a henpecker or mentally con- 
fused or incapable of handling my customary 
responsibilities.” 

Psychiatrists unintentionally compound this error 
when they speak of the involutional psychosis with 
the connotation that the psychosis is due to uterine 
involution. 


Adjustment During Menopause 


It is true, of course, that the menopause, whether 
surgical or nonsurgical, usually does occur at a time 
of life when some sort of adjustment on the part of 
the patient is necessary. Generally speaking, since 
the menopause occurs in the fourth and fifth dec- 
ades, this is the time when the children are grown 
sufficiently so that they do not require much per- 
sonal attention; there is a tendency for one’s life to 
be static, and the woman who has built her life 
primarily around her importance to her husband 
and children (Figure 16) finds that she may suffer 
from a serious loss of self-esteem when her services 
are less necessary (Figure 17). Under these circum- 
stances, it is scarcely surprising that small slights 
and mild disappointments take on new meaning. 
It is scarcely surprising that the attitude of friends 


and neighbors becomes increasingly important and 
that some paranoid thinking may develop. It is 
essential, as a prophylactic measure, that the woman 
approaching her climacteric provide herself with 
other strings to her bow, so that the change in her 
importance to her husband or children will not leave 
her without other activities into which she can 


direct her energies. This should be a time when th 
personality of the woman can emerge into fu! 
flower, no longer inhibited by her periodic reminde: 
that she is either always pregnant or potentially 
so (Figure 18). 

The involutional melancholia which, as its name 
would indicate, is supposedly connected with the 
involutional period, is apparently not related to an 
endocrinologic disturbance at all. For one thing, it 
may occur twenty years after the menopause, and 
for another it does not at all respond to endo- 
crinologic preparations of any kind. In fact, it is 
probably a safe generality to say that while the use 
of estrogens may help alleviate some of the vaso- 
motor instability of which the patients complain, 
their effects on the general personality are minimal. 
Such benefits as do appear are most probably due 
to the sympathetic attention of the doctor and the 
feeling that the patient gets of being important, at 
least as a patient, in the sense that she is expected 
somewhere each week for a visit. 

For the sake of completeness, we should add 
that in addition to the general prophylactic meas- 
ures mentioned above—adequate knowledge re- 
garding the menopause, maintenance of sufficient 
breadth of interest, et cetera—specific treatment 
can be advised for the involutional depression. A 
few patients will recover spontaneously; for the 
remainder, electroshock therapy is usually effective. 

Sir Clifford Allbutt said in 1884: 

**A woman is told either that she is hysterical or 
that it is all uterus. In the first place, she is compar- 
atively fortunate for she is only slighted. In the 
second case, she is entangled in the net of the 
gynecologist, who finds her uterus, like her nose, a 
little on one side, or again like that organ, is running 
a little; or it is as flabby as her biceps, so that the 
unhappy viscus is impaled upon a stem, or perched 
upon a prop, or is painted with carbolic acid every 
week in the year except during the long vacation 
when the gynecologist is grouse-shooting or salmon- 
catching. Her mind, thus fastened to a more or less 
nasty mystery, becomes newly apprehensive and 
physically introspective, and the morbid change 
riveted more strongly than ever. Arraign the uterus 
and you fix in the woman the arrow of hypo- 


chondria. .. .” 
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Pulmonary Agenesis 


BY SOL KATZ, M.D. 


PULMONARY AGENESIs refers to the absence or mal- 
development of a lung or part of a lung. Strictly 
speaking, “hypoplasia” should be used to desig- 
nate incomplete development of the lung, but by 
usage the inclusive term “agenesis” designates all 
degrees of defective development of the lung. 

The cause of this condition is commonly attribut- 
ed to an inherent faulty germ plasm resulting in a 
developmental defect in the pulmonary vascular 
and respiratory systems. The pulmonary vessels to 
the missing lung or lobes are usually absent, and 
there are frequently associated abnormalities of 
development, thereby lending support to the theory 
of a developmental error of endogenous origin. 
These anomalies have included tracheal stenosis, 
extra cartilaginous rings, supernumerary bronchi 
to the normal lung, absence of the pleura, tracheo- 
esophageal fistula, absence of the diaphragm, eso- 
phageal stenosis, and riband spinal defects. At times 
more distant congenital abnormalities have been 
noted, such as anal stricture, hypoplasia of the 
face, agenesis of the spleen, kidney and ureter, 
accessory or hypertrophied thymus, harelip, cleft 
palate, absence of the hand on the same side as the 
aplastic lung, and other minor congenital defects. 

Agenesis of a single lobe is less common than 
agenesis of a lung. The lobe and its bronchus may 
be entirely absent, or there may be a primordial 
bronchial bud with no associated lung tissue, or 
the lobar bronchus may be present but narrowed 
and end in a mass of undifferentiated lung which 
is usually opaque and nonaerated. 

Pulmonary agenesis is more common in boys and 
more often occurs on the left side. The affected 
hemithorax is opaque, the extent of the opacity 
depending upon the number of agenetic lobes. The 
heart and mediastinal structures are displaced into 
the involved side, the ipsolateral diaphragm is 
elevated, and the opposite lung herniates across 
the midline. The bony thorax may be symmetrical, 
or the interspaces on the involved side may be 
narrowed, with associated scoliosis. 

The maintenance of the external symmetry of 
the thorax is due to the filling of the potential 
space at an early stage of development by the 
heart and displaced mediastinum, as well as the 
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Figure 1. Agenesis of left lower lobe, showing heart and medi- 
astinum retracted to left, elevation of left side of diaphragm, 
and narrowed intercostal spaces. 


markedly overdistended contralateral lung or ipsi- 
lateral remaining lobes, thereby preventing con- 
traction of the affected hemithorax. 

When the interspaces are contracted, the dif- 
ferentiation from atelectasis is difficult. In this 
situation, associated rib and spinal defects or other 
congenital abnormalities suggest -agenesis. The 
high diaphragm and mediastinal retraction are use- 
ful in distinguishing the roentgen appearance of 
agenesis from fluid. The diagnosis is easily estab- 
lished by bronchoscopy and bronchography. 


Figure 2. Bronchogram of same patient. The left main bronchus 
is narrow and a small bronchial bud represents a vestigial 
lower lobe bronchus. 











Cesting for 
Muscle Weakness 
in Poliomyelitis 


BY EDWARD B. SHAW, M.D. 


San Francisco, California 


Durinc the acute stage of poliomyelitis the patient 
should not be fatigued by meticulous muscle testing 
beyond that necessary to determine the competency 
of vital functions: cranial nerve supply; shoulder 
girdle (especially deltoids which may indicate in- 
volvement ofmuscles of respiration) ; and intercostals. 

During early convalescence only very careful 
testing may detect mild degrees of muscle weakness 
which, if overlooked, may lead to serious and pre- 
ventable late sequelae. 

Spinal innervation may be very quickly and ac- 
curately tested by the following illustrated simple 
maneuvers. 


Figure 1. The patient lies on a table with the head and neck ex- 
tending over the edge. The head is turned first to the right (top) 
and then to the left (bottom). Next the patient raises the head 
against gravity. The examiner notes very carefully the contrac- 
tion of the sternomastoids and the anterior neck muscles. In all 
these tests much is to be learned by careful visual observation of 
muscle action, noting imbalance, asymmetry, and substitution. 








Figure 2. The patient lies recumbent, folds his arms across his chest, and rises to a sitting position. Preferably the feet should be held 
firmly against the table by the examiner. This will detect weakness of the trunk flexors, imbalance of the abdominal muscles with 
shift of the umbilicus upward, downward, or to one side or the other. Weakness of the abdominal muscles is probably that most fre- 


quently overlooked in the “‘nonparalytic” patient. 


Figure 3 (lower left). The patient sits on the edge of the table 
with his head against the examiner’s chest. Against moderate 
resistance, the patient now abducts both arms while the examiner 
notes inequality and imbalance in the upper extremities and 
shoulder girdle; the examiner also carefully looks down the spine 
for similar asymmetry of the muscles of the back. 


Figure 4 (lower center). Procedure at left is repeated with the 
patient adducting the upper extremities against resistance. 
Figure 5 (lower right). The patient similarly attempts flexion 


and extension of the arms alternately. The examiner can detect 
differences in muscle strength and must especially observe wing- 
ing of the scapulas and slight spinal scoliosis with these maneuvers. 











Figure 6. The lower extremities are nov’ tested alternately. The 
patient stands on one leg grasping the examiner’s hand. The 
patient rises on tiptoe and the comparative power of the calf 
group is noted. 


Figure 8. When there is weakness of either anterior tibial the 
preceding test will readily reveal substitution of the extensors of 
the great toe by means of which the patient attempts to raise his 
anterior foot from the floor. Relatively mild anterior tibial weak- 
ness combined with a strong calf group and perhaps progressive 
shortening of the heel cord with substitution of the great ‘toe 


extensors is a common cause for late foot deformity. 


Figure 7. The patient rises on either heel, the power of the anterior 
tibial being noted. 


Figure 9. The patient executes a full squat alternately on each 


foot while the examiner notes weakness of the quadriceps and the 


hip extensors. While the above tests are in no way a substitute for 
careful muscle evaluation by a trained physical therapist, they 
do provide a simple method by which a good observer can detect a 
great proportion of residual weakness in polio—especially weak- 
ness that may escape detection in the milder cases during a brief 
period of hospitalization. 





BY GUSTAV J. BECK, M.D., HYLAN A. BICKERMAN, M.D., 


AND MAXWELL J. MARDER, M.D. 


Columbia University College of Physicians and Surgeons, New York 


Inhalational therapy has evolved from early attempts to supply an oxygen enriched gas 


to the desperately ill patient into a broad system of therapeutics. Better understanding 


of the mechanics of breathing has increased the range of treatment of patients with respiratory difficulties. 


Perhaps the most important recent advance is the use of a device that imitates an effective cough. 


That device (exsufflator with negative pressure) effectively clears the airway in patients 


who are unable to cough for themselves. 


THE RECOGNITION of the various causative factors 
responsible for dyspnea and adequate provision 
for its rapid and effective relief present a serious 
challenge to the ingenuity of the practicing physi- 
cian. Since breathing is ordinarily an effortless 
and unconscious process, any difficulty of respira- 
tion is apt to provoke alarm and even panic, which 
in turn serves to perpetuate this distressing symp- 
tom of dyspnea. An adequate knowledge of cardio- 
respiratory physiology, clinical bacteriology, and 
inhalational therapy would manifestly facilitate the 
proper management of these patients. 


Until recently, the term inhalational therapy 
was restricted, for the most part, to the administra- 
tion of oxygen. During the past two decades, new 
techniques have been developed which together 
with the discovery of potent antibacterial agents 
have opened up additional fields in the treatment 


of bronchopulmonary diseases, tending toward 
the restoration of more normal function of the 
respiratory system. Some of the newer methods of 
treating patients with impairment of respiratory 
function will be described under these headings: 

1. Administration of oxygen, and helium-oxygen 
mixtures. 

2. Techniques of administration of bronchodila- 
tor, antibiotic, and sputum-liquefying aerosols. 

3. The application of positive and negative 
pressure breathing. 

4. The production of a mechanical cough as a 
means of eliminating retained secretions. 


Administration of Oxygen 


Hypoxia, a state of inadequate oxygenation of 
the tissues, may be the result of a diminution in the 
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Figure 1. The double bent nasal catheter combines the comfort of 
individually adjustable rubber nose tips with the efficiency of 
administration of up to 45 per cent oxygen. An extension tube 
may be used for ambulatory patients and walking exercises. 


partial pressure of oxygen reaching the pulmonary 
capillary bed. Defects in ventilation, perfusion, and 
diffusion occur in clinical entities such as bronchial 
asthma, pulmonary emphysema, pulmonary fibrosis, 
pneumonia, bronchiectasis, atelectasis, and edema 
of the lungs. A decrease in the peripheral blood 
flow and in cardiac output, encountered in states 
of shock and in heart failure, frequently produces 
anoxia. An uncomplicated form of acute oxygen 
want is found in ascents to high altidude and in 
anesthesia employing low oxygen mixtures. Hypox- 
ia, under most circumstances, may be relieved by 
the administration of oxygen in conjunction with 
treatment of the causative condition. 


1. THE DOUBLE BENT NASAL CATHETER 


The simplest and least expensive form of oxygen 
equipment is the rubber nasal catheter. When in- 
serted into the oropharynx, inhaled gas concentra- 
tions as high as 50 to 70 per cent oxygen may be 
obtained with flows of 7 to 9 liters per minute and, 
in the nasal pharynx, somewhat lower concen- 
trations. The latter placement is more comfortable. 

The recent introduction of the double bent nasal 
catheter has supplanted the nasal catheter in our 
clinic; the concentrations of oxygen per liter of 
oxygen flow are slightly less than those with the 











catheter placed in the nasopharynx. This method, 
because it was comfortable to the patient and per- 
mitted both continuous and intermittent oxygen 
inhalation of 25 to 45 per cent oxygen concentra- 
tions, was advocated by Barach. The catheters are 
made pliable by insertion of a wire in the wall and 
may be, therefore, readily molded to curve into 
the patient’s nostrils for a distance of 1 to 1.5 cm. 
It is desirable to clean the tips of the catheters 
twice daily. By means of a long tubing, patients 
may walk about and perform scheduled activities 
while receiving oxygen (Figure 1). The technique 
of exercise with oxygen has been useful in the 
rehabilitation of the bedridden chronically ill pa- 
tient with pulmonary emphysema. 


2. THE OXYGEN TENT 


The oxygen tent which increases the partial 
pressure of inhaled oxygen by providing an air- 
conditioned atmosphere containing 50 to 70 per 
cent oxygen has been modified in recent years to 
increase its safety and efficiency. A zipper arrange- 
ment has been added to the transparent plastic 
canopy which covers the entire bed. This makes it 
possible for the patient to open the tent without 
assistance and permits easy access from the outside 
(Figure 2), thus facilitating nursing care and allevi- 
ating the possibility of claustrophobia of some pa- 
tients (O.E.M. Corp., E. Norwalk, Conn.). 

The initial “flushing” of tents at flow rates in 
excess of 12 liters per minute is unnecessary and 
wasteful of oxygen, since the “build-up” of con- 
centration of oxygen to 50 per cent inside the tent 
occurs within thirty minutes at that flow rate as 
well as at a higher one. This rate is usually sufficient 
to maintain a 50 per cent oxygen concentration. 

A major cause of apprehension has been the 
possibility of a failure in oxygen delivery to the 
tent resulting in a sharp fall in oxygen concentra- 
tion and the excessive accumulation of carbon 
dioxide under the canopy. A new valving arrange- 
ment ensures a large volume of room air entering 
into the tent as soon as the oxygen flow from the 
supply line falls below 6 liters per minute. The 
oxygen concentration will, therefore, not drop 
below room air, and the consequences of an undue 
increase in the carbon dioxide tension are avoided. 

The oxygen tent is naturally more effective, 
therapeutically, with skilled maintenance. In order 
to avoid potentially harmful accumulations of car- 
bon dioxide (i.e., above 1 per cent), the oxygen 
flow rate should never be set for less than 10 liters 
per minute for adults. 
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When concentrations lower than 50 per cent 
oxygen are desired, a concentration meter which 
mixes the incoming oxygen with room air may be 
attached to the oxygen gauge. This device has been 
applied to the treatment of patients with severe 


pulmonary emphysema in whom the initially low 
oxygen concentration is gradually raised in order 
to avoid respiratory acidosis induced by sudden 
exposure to high oxygen tension. With a flow rate 
of 5 liters of oxygen per minute and the meter 
setting at 40, 15 liters of air are drawn into the 
injector. The resulting oxygen concentration under 
the canopy varies from 25 to 28 per cent. In addi- 
tion, the oxygen-air volume of 20 liters per minute 
plus leakage around the tent is sufficient to wash 
out the expired carbon dioxide. This injector, 
identical to the one used with the Meter mask, is 
used in the Mechanaire tent. A similar application 
of the injector meter for maintaining prescribed 
oxygen concentrations without carbon dioxide ac- 
cumulation has been used in the head tent. 


3. THE OXYGEN MASK 

When high concentrations of oxygen, in excess 
of 60 per cent, are desired, the oxygen mask pro- 
vides the most efficient method of administration, 
especially in the treatment of shock, hemorrhage, 
coronary occlusion, severe heart failure, and pul- 
monary edema. Since most commercial masks can 
deliver concentrations of oxygen approaching 100 
per cent, it is important to select those types which 
offer the least resistance to inspiration and expira- 
tion and avoid excessive carbon dioxide accumula- 
tion. The Meter mask meets these requirements at 
all ranges of oxygen flow. The BLB mask, however, 
when used with low rates of oxygen flow, such as 5 
liters per minute or less, may result in the accumu- 
lation of over 2 per cent carbon dioxide in the in- 
spired air. 

When the oxygen flow rate is inadequate due to 
failure in the oxygen supply, kinking of the tubing, 
or marked increases in the ventilatory exchange 


Figure 2. A tent canopy which permits the patient to leave through an inside zipper arrangement alleviates claustrophobia and facili- 


tates nursing care. 














of the patient, safety valves on the OEM and Rest- 
aid masks provide an adequate supply of room air 
with little inspiratory effort; the sponge rubber 
discs of the BLB mask, however, interpose an 
inspiratory resistance which increases on continued 
use and has been found equivalent to a negative 
pressure of 2 cm. water. Inspiratory negative pres- 
sure is contraindicated in patients with pulmonary 
edema and status asthma. 

In the meter face masks which employ a collect- 
ing bag rather than a rebreathing bag, the concen- 
tration of inspired oxygen is preset by means of 
the injector type concentration meter to provide 
concentrations between 40 and 100 per cent. The 
flows of oxygen and air are high enough to fill the 
collecting bag and are inhaled without effort. In 
the BLB, the patient sucks air through sponge 
rubber discs to mix with oxygen, and no precise 
regulation of oxygen content is possible. 


4. THE FACE TENT 


Matching the simplicity of the nasal catheter 
in the administration of oxygen is the plastic face 
tent which is capable of supplying 40 per cent 
oxygen at flow rates of 6 to 7 liters per minute, and 
50 per cent with an 8- to 9-liter flow per minute, 
depending on the minute volume of ventilation. 
When used in conjunction with a concentration 
meter set at 50 per cent, a 4- to 5-liter-per-minute 
flow will provide a sufficient volume of oxygen-air 
mixture to keep the carbon dioxide level below 1 
per cent and provide concentrations of approxi- 
mately 35 per cent in the inspired air (Figure 3). 
In addition, the face tent affords an efficient and 
comfortable method of administering various aque- 
ous and detergent aerosols over a long period of 
time. 


Figure 3. The face tent is preferred by some patients for the admin- 
istration of oxygen concentrations between 30 and 40 per cent. 


b.6 


Administration of Helium-Oxygen Mixtures 


Obstructive dyspnea due to bronchial asthma, 
pulmonary emphysema, and local tracheobronchial 
disease, such as neoplasms and foreign bodies, 
results from an increased resistance to the flow of 
air into and out of the lung. The effectiveness of 
helium-oxygen mixture is based on the physical 
principle that the velocity of movement of a gas 
through a narrow orifice is inversely proportional 
to the square root of the molecular weight of the 
gas. The specific gravity of helium being only one- 
seventh that of nitrogen, the pressure required to 
ventilate with a 20 per cent oxygen and 80 per cent 
helium mixture through a constricted orifice will 
be only one-half as much as would be required for 
an equal volume of air or oxygen. Because of the low 
specific gravity of these mixtures, leak-proof fittings 
about the head, either by mask or hood, are essential. 

In the absence of hypoxia, the commercially 
available mixture of 80 per cent helium and 20 
per cent oxygen, or preferably 75 per cent helium 
and 25 per cent oxygen, may provide considerable 
relief by lessening the physical effort necessary to 
ventilate the lungs in the presence of obstruction 
in the respiratory tract. Penetration of bronchodila- 
tor mists to poorly ventilated alveoli may be ob- 
tained in patients with pulmonary emphysema. 
When oxygen lack is also a factor, the concentra- 
tion of oxygen in the inspired mixture may be 
raised to 30 or 35 per cent by admixing oxygen 
from a separate tank through a Y tube. The effec- 
tiveness of helium-oxygen therapy in obstructive 
dyspnea is greatly increased by administering the 
gas mixture under positive pressure, either con- 
tinuous or with the intermittent pressure breathing 
devices now available. 


Aerosol Therapy 


The rationale of aerosol therapy is the applica- 
tion of a suitable drug by nebulization to diseased 
portions of the lung, tracheobronchial airway, or 
paranasal sinuses. In order to obtain deposition 
of the aerosol mist at the desired site, many factors 
must be considered, such as the particle size com- 
prising the aerosol, the chemical characteristics 
and temperature of the mist, and the ventilatory 
pattern of the patient inhaling the aerosol. 

Where deposition along the bronchial tree in- 
cluding the alveoli is desired, a nebulizer which 
produces a relatively small particle size is essential. 
A mean particle radius of 2.5 microns is provided 
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by the Vaponefrin nebulizer, and 3.0 microns by 
the De Vilbiss No. 40 nebulizer. A considerable 
amount of the mist entering the alveoli may be 
absorbed directly into the blood stream via the 
pulmonary capillaries which would, in effect, pro- 
vide for both a topical and systemic action of the 
administered agent. Both provide adequate deposi- 
tion in the lower respiratory tree; in our clinic the 
Vaponefrin type has been used for administering 
bronchodilator and antibiotic aerosols. 

A smaller nebulizer which can be carried in a 
spectacle case has recently been studied in our 
laboratory (Figure 4). Although the quantity of 
mist is slightly less than in the two nebulizers men- 
tioned above, the convenience of its size may be 
an advantage for some patients. 

When deposition along the upper respiratory 
tract and in the sinuses is required, the Vaponefrin 
Sinus Nebulizer, which produces a coarser mist, is 
used. Since the particle size of these aerosols is 
quite large, only a small fraction will pass into 
the bronchial level, and systemic absorption under 
these conditions is minimal. 

In describing the more common aerosols, a 
classification into three broad groups based on 
physiologic activity has been employed. 


1. BRONCHODILATOR AEROSOLS 


Bronchodilator aerosols provide rapid and effec- 
tive relief in patients with bronchial asthma and the 
bronchospastic type of pulmonary emphysema by 
virtue of their spasmolytic effect on the smooth 
musculature of the tracheobronchial tree. In addi- 
tion, these aerosols diminish edema and congestion 
of the bronchial mucosa by vasoconstriction. The 
bronchodilator aerosols generally used are adrener- 
gic drugs with a sympathomimetic activity. Re- 
cently, cholinergic substances which block para- 
sympathetic impulses have been tried. 

The sympathomimetic amines which have afforded 
relief in bronchospastic states are 2.25 per cent 
racemic epinephrine (Vaponefrin), n-isopropyl 
arterenol (Isuprel), and phenylephrine (Neo- 
Synephrine). When nebulized in amounts not 
exceeding 0.5 cc., systemic side-reactions are only 
infrequently encountered. Their long continued 
use at times results in the development of a refrac- 
tory state necessitating temporary discontinuances 
of their use. This refractoriness can be overcome 
in some instances by shifting to other aerosols of 
this group. 

Among the cholinergic agents atropine has been 
used parenterally and in aerosol form to relieve 
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Figure 4. A pocket-size nebulizer. 


bronchospasm induced by injected methacholine 
in asthmatic subjects, and spontaneously occurring 
asthmatic attacks. In patients with coronary disease, 
the substitution of atropine aerosols for the sym- 
pathomimetic amines has the additional advantage 
of decreasing the incidence of ventricular tachycar- 
dia. Hyoscyamine serves also as one of the chief 
ingredients in most of the asthma powders and 
cigarette preparations. In recent investigations on 
bronchodilator compounds in our laboratory, com- 
binations of racemic epinephrine and atropine 
(Dylephrine) have been found effective in relieving 
bronchospasm and asthmatic dyspnea, with a cor- 
responding diminution of rhonchi and wheezes from 
the lungs. Vital capacity studies on 125 patients 
substantiated this clinical impression (Table 1). 
It was noted that atropine concentrations above 
0.5 per cent, which appeared to be more effective, 
were apt to increase the incidence of undesirable 
side-reactions such as excessive dryness of the 
mucous membranes and occasional blurring of 
vision. 

In patients with status asthmaticus and severe 
pulmonary emphysema in whom alveolar ventila- 
tion is insufficient, due to defects in the distribution 
of the inhaled air and the large dead space, broncho- 


TABLE 1 


Vital Capacity Studies 
on Patients Receiving Bronchodilator Aerosols 





Vital Capacity 
Mean N Increase 
Over Control 


Aerosol Cases 





Placebo 12 
2.25% racemic epinephrine 30 
Dylephrine with 0.2% atropine sulf. 13 
Dylephrine with 0.5% atropine sulf. 43 
0.8% atropine sulfate 27 


—0.2 
+18.3 
+ 20.0 
+ 27.0 
+ 29.0 



















































Figure 5. A nebulizer attached to the face tent by means of 
pliable rubber tubing may be used in conjunction with a small 
pump for the administration of liquefying, antibiotic, and 
bronchodilator aerosols. 


dilator aerosol therapy in conjunction with inspira- 
tory positive pressure breathing has been used 
effectively. The devices available for carrying aero- 
sols into the lung under positive pressure include 
the various intermittent pressure valves. The posi- 
tive pressure or inflation phase of the E.W.N.P. 
(exsufflation with negative pressure) may be adapted 
for such therapy. In addition, continuous nebulli- 
zation of these substances may be produced simply 
by an oxygen cylinder and a Y tube. Bronchodilator 
aerosols can be effectively introduced into the 
bronchial tree by means of an aerosol mask appara- 
tus, utilizing an expiratory positive pressure mask 
with a 2- or 3-cm. expiratory positive pressure 
setting. Oxygen at 5 to 7 liters per minute or air, 
using a small pump, is passed through a nebulizer 
attached to the inlet orifice of the valve. 

A small, efficient, electrically operated pump 
(Maihof Engineering Co., Avenel, N.J.) has been 
used in place of oxygen for continuous aerosol, in 
many instances with excellent results. This pump 
delivers 11,700 cc. per minute through a ¥%-inch 
orifice and 3,500 cc. per minute through a nebu- 
lizer with the back cork in its place at a maximal 
pressure of 330 mm. Hg. When the back cork of the 
nebulizer is removed, the pump delivers 6,500 cc. 
per minute, which is adequate for the production 
of a stream of aerosol for use with the face tent or 


the meter face mask. In most instances it is neces- 
sary to remove the back cork from the nebulizer, 
when this pump is used for aerosol production, to 
permit a larger inspiratory volume of air through 
the nebulizer and to prevent collapse of the bag 
attached to the mask (Figure 5). The nebulizer is 
filled with a dilute mixture of bronchodilator solu- 
tion, such as 0.5 cc. of 2.25 per cent racemic 
epinephrine and.0.5 cc. of 1 per cent phenylephrine 
diluted in 2 cc. of distilled water. The cork on the 
back of the nebulizer is removed to permit ad- 
mission of air through it into the bag, if the pa- 
tient’s ventilation exceeds 7 liters per minute. 
When the effect of the administration of broncho- 
dilator aerosol by intermittent pressure breathing 
devices was compared with that achieved by the 
mask technique, the relief of dyspnea and broncho- 
spasm in patients with bronchial asthma appeared 
similar in degree. 


2. ANTIBIOTIC AEROSOLS 


Aerosol therapy in the treatment of broncho- 
pulmonary and sinus infection offers the advantage 
of high local concentrations of a suitable antibiotic 
deposited on the diseased portions of the respira- 
tory tree. Antibiotics such as penicillin and strepto- 
mycin, when administered parenterally, reveal little 
or no antibacterial activity in the sputum or sinus 
washings despite high blood levels. The effective- 
ness of antibiotic aerosol therapy in bronchiectasis, 
lung abscess, chronic bronchitis, and acute and 
chronic sinusitis has been previously reported. 

The inhalation of 200,000 units of penicillin, 
dissolved in 2 cc. of normal saline or 1 per cent 
phenylephrine given four or five times daily, has 
resulted in significant improvement both clinically 
and bacteriologically in over 80 per cent of the 
patients with bronchiectasis and chronic bronchitis. 
In 24 per cent of cases with associated bronchial 
asthma or pulmonary emphysema, improvement did 
not take place due to the intensification of broncho- 
spasm induced by the mist itself. 

A large particle size aerosol in conjunction with 
intermittent negative pressure applied to the nasal 
cavity resulted in a marked improvement in 89 per 
cent of cases with acute sinusitis and 35 per cent 
with chronic sinusitis (Figure 6). 

Micronized penicillin dust, while simpler to 
administer, results in a poorer clinical response 
complicated by an increased incidence of local 
irritation and bronchospasm. 

The characteristics of the sputum on inspection, 
namely, the presence of pus cells on a stained 
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smear, is the primary indication for antibiotic 
aerosol therapy. The choice of the chemotherapeutic 
or antibiotic agent to be employed will depend on 
the predominant organism isolated on culture of 
the sputum and its sensitivity as determined by 
the disc method. Table 2 outlines the average 
dosages of the more commonly used antibacterial 
agents employed in aerosol therapy. 


3. AEROSOLS USED TO LIQUEFY SPUTUM 


Respiratory difficulty is in many instances the 
result of an inability to expectorate thick, tenacious 
sputum which obstructs the bronchopulmonary air- 
way. While potassium iodide is a valuable ex- 
pectorant, it may not sufficiently alter the viscosity 
of the sputum. Two types of aerosols have been 
used to help liquefy these tenacious mucoid or 
mucopurulent secretions: (1) detergent prepara- 
tions which lower the surface tension, and (2) 
mucolytic enzymes such as Tryptar. 

Various detergents have been tried in our clinic, 
including 10 per cent alcohol, Zephiran hydro- 
chloride, 1:5000, and Alevaire (0.125 per cent 
Triton-WR 1339 with 2 per cent sodium bicar- 
bonate and 5 per cent glycerin). Alevaire has been 
described as an excellent wetting agent. The alka- 
linity of this solution (pH 8.5) or its hypertonicity 


Table 2 


Dosages of Antibacterial Drugs Used in Aerosol Therapy 





Figure 6. The administration of large particle size aerosols, with 
suction applied to the nasal passages, is achieved by means of 
the negative pressure sinus nebulizer; it is used in the therapy 
of chronic sinusitis. 


appeared to be responsible for local irritation in 
some of our cases. A mixture of 5 per cent propyl- 
ene glycol in distilled water is being tried with and 
without 0.125 per cent Triton-WR 1339 for its 
effect on liquefaction of sputum in patients with 














Pretreatment Number of Treat- 

Drug Dosage Dilution ments per Day Indications Precautions 
Penicillin 200,000 vu. 2 cc. dist. water 4-5 Gram pos. organism Slight exacerbation 
of bronchospasm. 
Sensitization. Local 
irritation. 
Streptomycin or 0.5 Gm. 2 cc. dist. water 2 Gram neg. organism Local irritation. 
Dihydrostreptomycin Tubercle bacillus Auditory and ves- 
tibular impairment. 
Occ. sensitization. 
Terramycin 100 mg. 2 cc. 75% propylene 4 Gram pos. and gram Severe bronchospasm. 
glycol neg. org N Local irri- 
tation. 
Polymixin B 10 mg. 1 cc. dist. water 5 B. pyocyaneus Renal damage. 
Bronchospasm. 
Bacitracin 10,000 uv. 2.5 cc 10% propylene 4 Penicillin-resistant Renal damage.* 

glycol + 1% Neo- gram pos. organisms 

Synephrine 

Sulfonamides 0.5 Gm. 2 cc. dist. water 4 Limited to specific Local and general 
(sodium salts) sensitive organisms sensitization. 

of gram pos. 

and gram neg. group 

“Aerosolization of bacitracin frequently produces marked 
foaming which may block nebulizers. 
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bronchiectasis, bronchial asthma, and pulmonary 
emphysema. An oxygen flow rate of 6 liters per 
minute provides a dense mist inside the face tent, 
which is less cumbersome and requires less oxygen 
than the head tent as originally described. A 
nebulizer of the Vaponefrin or De Vilbiss type may 
be attached to the face tent by means of a rubber 
connecting tube containing a pliable wire, which 
permits the adjustment of the nebulizer into any 
desired position, depending on that of the patient. 
The pump described above may be used very 
effectively to provide an adequate liquefying aerosol 
mist. 

Our experience with Tryptar aerosol im patients 
with bronchospastic disease has been limited by 
the exacerbation of severe wheezing in these 
patients which necessitated termination of therapy 
before clinical benefit could be determined. 


Pressure Breathing 
1. POSITIVE PRESSURE 


Positive pressure respiration, by increasing intra- 
thoracic pressure and lung volume, produces a 
widening of the cross sectional diameter of the 
entire tracheobronchial airway, thereby permitting 
a more effective distribution of inhaled air. This is 
especially beneficial in patients with obstructive 
dyspnea. In addition, the assistance of respiration 
by inspiratory positive pressure provides for a 
larger tidal volume which counterbalances the 
increased dead air space and results in better 
alveolar ventilation. It is especially advantageous 
when combined with helium-oxygen mixtures as 
has been previously described. 

Positive pressure breathing may be applied i inter- 
mittently, either in inspiration or expiration, or 
continuously throughout both phases of the respira- 
tory cycle. The conventional tank-type respirator 
provides a form of intermittent positive inspiratory 
pressure breathing. The negative pressure produced 
within the tank is transmitted to the chest wall. A 
differential in pressure is, therefore, set up between 
the head which is exposed to the atmosphere and 
the lung which is at subatmospheric pressure. The 
act of inspiration takes place by virtue of this 
positive pressure gradient from the mouth to the 
lungs. Expiration during the return of the intra- 
tank pressure to that of the atmosphere occurs 
passively by virtue of lung elasticity. 

The devices which supply inspiratory positive 
pressure by means of a face mask or mouthpiece 
have been listed above. They offer the following 


advantages over the tank respirator: (1) ease of 
application and portability as compared with the 
cumbersome tank; (2) ready accessibility to the 
patient for routine care and inspection; (3) they 
follow the patient’s own respiratory pattern rather 
than imposing a fixed cycle; and (4) when equipped 
with cycling valves, they may be made to function 
in the resuscitation of the apneic patient. 

Expiratory positive pressure is applied by masks 
in which the expiratory flutter valve is replaced by a 
disc with calibrated constricted orifices. This mask 
was originally used by conducting expiration 
through a tube placed under water to the required 
depth of 4 to 5 cm. of water pressure. Perhaps the 
simplest means whereby expiratory pressure breath- 
ing may be accomplished is to encourage the 
patient to breathe out with his lips partially closed 
or pursed. The back pressure produced by this 
maneuver serves to slow expiration, increase 
peripheral venous pressure, and retard the entrance 
of blood into the right heart. The dyspnea of 
patients with bronchial asthma and pulmonary 
emphysema is relieved, especially on exertion, by 
this maneuver. 

Continuous positive pressure breathing may be 
administered with the Heliox, a device which em- 
ploys two weighted collecting bags and a high 
volume flow rate of gas to provide positive pressure 
in both inspiration and expiration. 

Clinically, all forms of pressure breathing which 
increase the mean pressure throughout the entire 
respiratory cycle have been found beneficial in the 
treatment of pulmonary edema. The increase in 
intrathoracic and intrapleural pressure is trans- 
mitted in part to the mediastinal vascular structures 
and the pulmonary bed. This tourniquet-like effect 
results in a decreased return of blood to the heart 
and an increase in the peripheral venous pressure. 
In normal subjects cardiac output is not reduced 
when the mean positive pressure is less than 5 mm. 
Hg. In patients with left ventricular failure and 
pulmonary edema, the diminished work occasioned 
by diminished return of blood to the heart may 
assist in the recovery of the heart muscle and 
enable it to contract more efficiently. It has been 
observed that the cardiac output in these patients 
may remain unchanged or actually increase when 
positive pressure breathing is administered. When 
positive pressure is being used, the pressure should 
be gradually reduced over a period of at least one 
hour; if therapy is discontinued abruptly, the 
sudden pressure drop may cause recurrence of 
pulmonary edema. 
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Inspiratory positive pressure is somewhat more 
comfortable and better tolerated by the patient. 
Expiratory pressure breathing is, however, the 
simplest to administer and finds its greatest useful- 
ness in patients with pulmonary edema. Positive 
pressure respiration should be used very cautiously 
if at all in states of shock or peripheral vascular 
collapse, since it is apt to result in a further de- 
terioration of the circulation. 


2. NEGATIVE PRESSURE BREATHING 


A vacuum cleaner blower, attached to a mouth- 
piece, developing 6 to 10 cm. H2O negative pressure, 
has been used in patients with pulmonary emphy- 
sema. Facilitation of the expiratory cycle tends to 
deflate the overdistended alveoli and is comparable 
in its physiologic effect to manual elevation of the 
diaphragm which also serves to empty the lungs 
more completely during expiration. The peripheral 
venous pressure is decreased promptly during res- 
piration under negative pressure. 


3. COMBINED POSITIVE-NEGATIVE PRESSURE BREATHING 
Positive pressure during inspiration and negative 
pressure in expiration results in a low mean pres- 
sure throughout the respiratory cycle, and the 
combined effect on the dynamics of the circulation 
simulates those of normal breathing. Combined 
positive-negative pressure breathing is the method 
of choice in the resuscitation of patients in shock or 
in assisting the depressed respiration of patients 
with impaired circulation. The tank type respirator, 
when used with a negative inspiratory and positive 
expiratory intratank pressure is a form of positive- 
negative pressure breathing device. The exsufflator 
with negative pressure may be used to deliver low 
inspiratory and expiratory pressures and can be 
used to provide adequate ventilation at mean 
pressures comparable to normal respiration. 


Mechanically Induced Coughing 


An effective cough is essential in the protection 
of the alveoli against foreign material and retained 
secretions. When the cough reflex is seriously im- 
paired through paralysis or weakness of the respira- 
tory muscles, the capacity of the lung for self- 
cleansing is interfered with, resulting in obstructive 
dyspnea, accompanied by patchy areas of atelectasis 
and pneumonitis. Respiratory acidosis and death 
may ensue. The high fatality rate in patients with 
poliomyelitis and myasthenia gravis who develop 
atelectasis following an upper respiratory infection, 
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Figure 7. A mechanically induced “cough” may be achieved by 
means of the exsufflator with negative pressure; elimination of 
retained secretions from the lungs is accomplished by production 
of high expiratory velocities. 


indicated the urgent need for a mechanical device 
to simulate an effective cough. The usefulness of 
such a device in patients with bronchiectasis, 
bronchial asthma, and pulmonary emphysema who 
are unable to raise thick tenacious sputum, was 
also evident. 

In the course of experiments to reproduce the 
normal human cough by mechanical means, three 
types of apparatus were devised. The simplest and 
most effective device is the exsufflator with negative 
pressure (Figure 7). The lungs and chest are 
gradually expanded to the maximum inspiratory 
position by a positive pressure of 35 to 40 mm. Hg 
applied over a 2.5 second period through a mask 
by means of a motor blower. The “‘cough” is pro- 
duced by the sudden opening of a solenoid or 
manually activated valve and the simultaneous fall 
in pressure to 35 to 60 mm. Hg below atmosphere. 
A total pressure differential of 70 to 100 mm. Hg 
produces expiratory volume flow rates of from 6 to 
18 liters per second, equalling or exceeding those 
of a normal vigorous cough. 

The gradual build-up of positive pressure in 
inspiration, over a period of 2.5 seconds results in a 
marked widening of the entire bronchial tree, while 
the swift pressure drop of 70 to 80 mm. Hg pro- 
duces a rapid expansion of intrapulmonary gas 
volume. The high volume flow rate of air leaving 
the lungs carries along with it foreign material or 
sputum lodged in the lower respiratory passages. 
The patient is requested to breathe with the machine 
in order that the glottis remains open throughout 
the respiratory cycle. 





There are currently four types of exsufflators 
with negative pressure available. A completely auto- 
matic, volume-pressure controlled apparatus and a 
hand-operated spring type model produce expira- 
tory volume flow rates of 8,000 to 10,000 cc. per 
second (O.E.M. Corporation). A hand-operated 
solenoid type model produces rates of 6,000 to 
7,000 cc (Eliot Medical Plastics Co.). The twin 
motor exsufflator with negative pressure produces 
expiratory volume flow rates up to 20,000 cc. per 
second (O.E,M. Corp.). 

Thirteen patients with pulmonary atelectasis 
complicating severe paralytic poliomyelitis were 
successfully treated with mechanical coughing. All 
of these patients had not responded to the conven- 
tional methods of therapy, including bronchoscopic 
aspiration, while complete clearing usually occurred 
within two to seven days after instituting cough 
therapy. An additional thirty-eight of forty-four 
patients with bronchial asthma, pulmonary emphy- 


sema, and bronchiectasis had marked elimination of 
secretions and immediate relief of dyspnea follow- 
ing the use of the exsufflator. 

The cough machine has been of special value in 
patients with various neurologic disorders iavolving 
the respiratory musculature. Three of the four 
poliomyelitic respirator patients in our series were 
so much improved that their removal from a respira- 
tor was possible after a few treatments. Since ex- 
sufflation with negative pressure maintains a low 
mean pressure during the entire respiratory cycle, 
its effect on the circulation is minimal. 

A table summarizing the various methods and 
devices applicable to the inhalation therapy of 
certain respiratory diseases is appended. 


These studies were supported by grants from the Mary W. 
Harriman Fund and the Marcia Brady Tucker Foundation. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 





inhalation Therapy Summarization 


1. Acute hypoxia Oxygen inhalation preferably by 
(high altitude, mask. 
mining accidents, 
anoxic anes- 
thesia, etc.) 


2. Atelectasis Exsufflation with negative pres- 
sure. 
Bronchodilator and antibiotic 


aerosols. 

Bronchodilator and vasoconstric- 
tor aerosols. 

Oxygen by tent or catheter. 

Helium-oxygen or oxygen under 
positive pressure, expiratory 
and inspiratory. 


3. Bronchial asthma 


Exsufflation with negative pres- 
sure. 


4. Bronchiectasis Antibiotic and liquefying aero- 
sols. 

Exsuffiation with negative pres- 
sure. 


5. Chronic bronchitis Aerosol therapy (antibiotic and 
liquefying). 
With bronchospasm, bronchodila- 


tor aerosols. 





6. Chronic sinusitis Antibiotic aerosols employing a 
large particle size nebulizer, 
with intermittent negative pres- 
sure. 

7. Pneumonia Oxygen by tent, or catheter. 

8. Pulmonary edema Positive pressure breathing with 
high concentrations of oxygen. 

9. Pulmonary emphy- Double-bent nasal catheter with 

sema gradual increase in oxygen 
flow rate. 

Bronchodilator aerosols combined 
with positive pressure breath- 
ing. 

Intermittent negative expiratory 
pressure breathing. 

Exsuffiation with negative pres- 
sure. 

10. Respiratory arrest Intermittent positive pressure 
breathing with oxygen. 

Exsufflation with negative pres- 
sure at lowered inspiratory and 
expiratory pressure settings. 

Exsufflator with negative pres- 


sure applied with the mask de- 


11. Ventilatory im- 
pairment 
(poliomyelitis vice or the tank respirator. 

and certain 

neurologic dis- 

orders) 
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Some Problems of the Newborn 





BY WARREN W. QUILLIAN, M. D. 


Coral Gables, Florida 


Although total infant mortality has been greatly reduced in recent years, neonatal deaths 

have not been correspondingly reduced. To some extent this bad record may be changed 

if physicians will view the newborn infant as a rather special entity whose health and illnesses 

differ considerably from health and illnesses of later infancy. Some of the outstanding serious problems 


of the neonatal period are prematurity, anoxia, cerebral injury, and congenital anomalies. 


DiszasEs of the newly born infant manifest them- 
selves in a much different way from those of later 
life. Perhaps as a result of the rapid transition from 
a passive to an independent existence, many 
changes within the body make themselves evident 
soon after birth. Processes may be developing dur- 
ing this period which determine the normal and 
the pathologic in the infant’s metabolism. 

The special senses are relatively undeveloped at 
this age. The eye is unable to focus on any object. 
Smell, taste and hearing are certainly not acute. In- 
tracranial conditions which would be followed by 
definite involvement of certain portions of the body 
in older individuals show no such regular patterns 
in the newborn. Physical examination of the lungs 
is quite difficult to interpret accurately. Skin affec- 
tions occur at this time which seldom have their 
counterpart:-later; or, if they do. the appearance is 
entirely different. 

The only way in which the newly born infant can 
express his displeasure is by crying (Figure 1). 

But this symptom may be due to pain, hunger or 


discomfort; and it is necessary in individual cases 
to determine its cause. 

Fever is by no means always a sign of infection; 
while, in some instances, a subnormal temperature 
may betoken a severe infection. Much has been ac- 
complished through research and clinical studies 
during recent years to assist us in the diagnosis and 
treatment of these problems of the newborn. 


Figure 1 
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Now, perhaps as never before, the medical pro- 
fession is being challenged to assure that medical 
services of high quality are available to all. Increased 
emphasis upon prenatal care during the past few 
years has been reflected in an improved mortality 
rate among the newborn, but there is disappointing 
improvement in the death rate at birth or shortly 
afterward. 

While mortality statistics are readily available, it 
is difficult to obtain many data on the frequency of 
preventable morbidity of the newborn. The physi- 
cian caring for the pregnant woman must give the 
future offspring not only every chance for life, but 
also every chance for health. This can be accom- 
plished by proper care throughout pregnancy, la- 
bor, and post-natal life. Maximal teamwork is nec- 
essary among obstetricians, pediatricians, and gen- 
eral practitioners (Figure 2). 

There are certain mutual responsibilities in- 
volved. The maternal diet both before and during 
pregnancy, the past and present illnesses of the 
mother, her faithfulness in attending prenatal 
clinics, her general hygienic habits and environ- 
ment, are factors that play a definite role in deter- 
mining successful or unsuccessful pregnancy. Our 
newborn patients are not all created equal at the 
moment of birth. There is need for more delicate 
criteria of evaluation than mere size of the infant. 


Breast Feeding 


Co-operative effort is necessary if we are to im- 
prove the present status of breast feeding. Emotion- 
al and physical preparation of the mother is desir- 
able long before delivery. Otherwise, she may at- 
tempt breast feeding with an optimism often 
doomed to failure, or be forced into unwilling co- 
operation which does not long continue. Many ob- 
stetricians are unwilling to take time for specific 
antepartum counseling and breast hygiene because 
they have not been convinced of the importance of 
breast feeding. More investigative work must be 
done in the field of immunologic response to infec- 
tions, emotional values of natural feeding in the 
modern world and in evaluation of the chemical 
differences between human and cow’s milk. 

Increased interest in breast feeding is reflected 
in several recent contributions to the literature per- 
taining to this subject. The contrast between the 
incidence of breast feeding in the United States and 
other countries is noteworthy. Strom (Stockholm), 
in a stu ‘y of 1,074 infants observed in the second to 
seventh day of life, states that 92.6 per cent of the 


infants were sent home as purely breast fed. Bain 
reported a nation-wide study of the incidence of 
breast feeding in the United States late in 1948. She 
found that one-third of all infants were completely 
weaned at the time of discharge from the newborn 
infants’ nursery, and that an additional one-third 


required some artificial feeding. (Figure 4). 
Geographic variation was interesting: 61 per cent 
of infants were receiving completely artificial feed- 


ings in the northeastern United States, in contrast 
to 18 per cent in the Southeast and Southwest. 
Thus, breast feeding in the United States can un- 
doubtedly be increased if the physician is interested 
in the problem; and if physiologic, psychologic, and 
cultural factors are suitable. 


Trends in Child Health 


Some noteworthy facts have been learned in the 
survey conducted by the American Academy of 
Pediatrics in 1946-48 with the co-operation of the 
U. S. Public Health Service and the U. S. Child- 
ren’s Bureau. The practicing physicians of this 
country made the study possible by contributing in- 
formation which has been compiled and published. 

Despite the growing tendency toward specializa- 
tion, physicians in general practice still make up 
the large majority of the medical profession. Two- 
thirds of all physicians in private practice are gen- 
eral practitioners; it is they who take care of most 
of the children of the country. In fact, they ac- 
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counted for 75 per cent of the child care, in com- 
parison with 11 per cent for pediatricians and 14 
per cent for other specialists, according to data 
recorded from the survey. 


Infant Mortality 


Mortality figures reveal a steady decline among 
infants and children since 1935. Yet infant mortality 
is still high in some states (New Mexico, 78). And 
infant mortality increases as we go from metro- 
politan to isolated and rural areas, where there are 
poor sanitary conditions, crowded quarters, ig- 
norance of proper hygiene, babies born at home 
with no help, or at best with help of a midwife. 

Premature birth still ranks as the leading cause 
of infant death in the United States. If all ages are 
considered together, it is one of the ten leading 
causes of death. In 1946, premature birth was re- 
corded as the cause of death of nearly 40,000 in- 
fants, more than one-third of all deaths during the 
first year of life. 

From Pearl Harbor to V-J Day, 281,000 Ameri- 
cans were killed in action. During the same period 
430,000 babies died in the United States before 
they were a year old—three babies dead for every 
two soldiers. 

Skill in the care of the newborn infant should be a 
primary responsibility of pediatricians and one of 
the chief interests of obstetricians, especially of 
those who do not refer these patients at birth to 
other physicians. This also holds true for general 
practitioners who give obstetrical care or who han- 
dle infants. It therefore becomes an important duty 
of the medical school to train students in the care of 
the newborn infant. 

It is of great importance that all undergraduate 
students develop an understanding of these prob- 
lems and sufficient personal experience through 
clinical training to prepare them for later work. 
Proper teaching requires full co-operation between 
the pediatrics and obstetrics departments. Possibly 
the failure to reduce mortality during the newborn 
period at the same rate as that of infant mortality is 


due in some measure to inadequacies in our training 


of students, especially during hospital residency. 
The significance of the newborn period in reduc- 
tion of infant mortality is evident from the observa- 
tion that the relative frequency of deaths under 1 
year of age is greatest in the group under 1 day of 
age. In the past twenty years, mortality in this age 
group has declined the least. All of this emphasizes 
the importance of adequate obstetrical care, a better 
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understanding of obstetrical anesthesia, and an ap- 
preciation of the physiologic characteristics of the 
newly born infant. 


Emergencies 


Now, let us consider some of the clinical prob- 
lems that are encountered during the newborn peri- 
od. M. Hines Roberts has listed the four chief causes 
of neonatal death as: (1) prematurity, (2) anoxia, 
(3) trauma causing intracranial injury, and (4) con- 
genital anomalies. 


ANOXIA 


Fetal anoxia may be caused by factors in which 
there are changes in the maternal blood and those 
in which there is interference with passage of oxy- 
gen from the mother to the fetus. Anesthetics 
depressing maternal blood pressure, or systemic 
disease, such as heart failure or pneumonia, may 
produce changes in the maternal blood. Passage of 
oxygen from the mother to the fetus may be inter- 
fered with by premature separation of the placenta, 
prolapse of the cord (one in 150 deliveries), and 
tetany of the uterus caused by Pituitrin. 

When changes in the fetal heart rate suggest fetal 
anoxia, early delivery is desirable on account of the 
high mortality rate. Among the causes of anoxia at 
birth, one must consider injury of the respiratory 
center due to trauma or to simple lack of oxygen, 
tracheal or bronchial obstruction from mucoid ma- 
terial, and congenital malformations of the cardio- 
vascular or respiratory system. Therapy should be 
directed toward clearing the airway; providing oxy- 
gen under slightly positive pressure; keeping the 
baby warm; administering appropriate stimulants, if 
needed; and constant observation. Cyanosis in the 
newborn due to asphyxia must be differentiated 
from that due to congenital heart disease or in- 
tracranial injury or respiratory infections. This is 
important in the selection of proper therapy. 

Pulmonary interstitial emphysema may cause air 
block and occasionally pneumothorax. Conserva- 
tive treatment of atelectasis requires aspiration to 
remove mucus; an atmosphere of 50 to 60 per cent 
oxygen; extra warmth; and no feeding by mouth for 
two or three days, especially if there is edema. Anti- 
biotics may be used, and bronchoscopy is a prac- 
tical measure in many instances. Superimposed ma- 
ternal diabetes increases the possibility of respira- 
tory complications in the newborn. Gastric suction 
has been proposed for preventing asphyxia in those 
infants delivered by Cesarean section. 








INTRACRANIAL INJURY 


Emergency treatment of intracranial injury is 
supportive in character. Diagnostic lumbar punc- 
ture should always be done. Maintenance of an ade- 
quate oxygen supply is important, since atelectasis 
with resultant asphyxia is a common cause of death. 
Roberts doubts the value of routine administration 
of vitamin K as prophylaxis against cerebral hemor- 


rhage. 


CONGENITAL ANOMALIES 


Among congenital anomalies, those most fre- 
quently causing death in the newborn involve the 
heart, the nervous system, or the gastrointestinal 
tract. 

Early diagnosis and prompt surgical intervention 
is essential in obstructive lesions of the digestive 
tract. The type of vomiting, character of the vomi- 
tus, appearance of the stools, and the gas pattern 
as revealed by x-ray are of value in determining the 
location of the obstructive lesion. Iodized oil is 
preferable to barium as the radiopaque medium used 
to visualize fistuious tracts. 

Certain viruses are capable of passing the pla- 
cental barrier, so that it is now commonly believed 
that many congenital cerebral defects and spastic 
disease may be the result of intrauterine fetal en- 
cephalitis. Measles, chickenpox, smallpox, and in- 
fluenza are transmissible to the fetus. If rubella at- 
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tacks the pregnant woman within the first trimester, 
the offspring may be permanently damaged, and 
show defects including cataract, deaf-mutism, car- 
diac malformations, mental retardation, and hypo- 
spadias. Congenital defects have also been reported 
in children born of mothers who, during pregnancy, 
suffered from mumps, herpes zoster, and varicella. 
The question of maternal disease as a predisposing 
factor in the development of Mongolism is now the 
subject of investigative studies. 


INFECTIONS 


Adequate protection against infections of the 
newborn requires the combined efforts of doctors, 
nurses, hospital administrators, and public health 
officials in a relentless determination to eliminate 
air-borne diseases and infections introduced in food 
and drink or by contact (Figure 3). 

The organisms most commonly responsible for 
serious infections in the newborn are staphylococ- 
cus, streptococcus, and E. coli. 

Treatment of the fever itself should be limited, if 
possible, to hydration without antipyretic drugs. 
Small infants react better to cool saline enemas than 
to sponge baths. Parenteral alimentation requires 
about 40 to 50 cc. of fluid per pound body weight 
per day in the first few days of life. This should in- 
clude about half of the amount in isotonic saline, 
the remainder to be supplied as 5 per cent glucose 
in water with the possible addition of amino acids. 

Infection may be treated with penicillin or other 
appropriate antibiotics. Occasionally sulfonamide 
therapy may be used. But one must bear in mind 
the relative immaturity of the kidney and the fre- 
quently poor glomerular filtration rate in estimation 
of dosages in order to prevent cumulative toxic ef- 
fects. Adequate hydration must be maintained. 

Epidemic diarrhea of the newborn is not a patho- 
logic entity but a miscellaneous group of conditions 
with diarrhea the common symptom. Various epi- 
demics may be classified in three large groups :— 

1. In the first, bacterial origin is apparently pres- 
ent, the infecting agent reaching the infant in the 
nursery via an adult carrier. 

2. The second group includes epidemics with a 
proved or strongly suspected virus etiology. 

3. The large third group comprises outbreaks in 
which studies of the stools have failed to reveal any 
inciting agent. 

Treatment is concerned mainly with maintenance 
of fluid and electrolyte balance. Plasma and citrated 
blood are important aids. Stringent rules regarding 
care of infants in nurseries must be enforced as a 
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precautionary measure. Immediate isolation of sus- 
pected infants will help in prevention of spread of 
the infection. Respiratory infections, meningitides, 
infections of the skin and urinary tract, hereditary 
syphilis, and eye infections frequently occur. 


\ 
Jaundice 


Jaundice may be classified as hemolytic, in which 
a blood disturbance is the principal factor, or as 
obstructive and infectious, involving primarily the 
biliary system. Determination of the underlying 
disorder is important. 

About 30 per cent of newborn infants have jaun- 
dice, but a great majority of these cases are so-called 
icterus neonatorum. This condition is presumably 
caused by the rapid destruction of extra red cells 
when the lungs assume the function of oxygenation 
at birth. The liver is unable to eliminate the large 
amounts of bilirubin, and jaundice appears two to 
four days after birth. The urine may be discolored, 
but stools are normal. No treatment is necessary. 

In about 90 per cent of cases of erythroblastosis 
fetalis, the mother is Rh negative, the father and 
child are Rh positive. The condition supposedly is 
due to passage of fetal blood through the placenta, 
causing the maternal blood to form anti-Rh ag- 
glutinins, which pass back through the placenta 
and hemolyze the fetal blood. Jaundice, enlarged 
liver and spleen, excess of nucleated red cells in the 
blood, macrocytic hyperchromic anemia, and edema 
may develop in the infant. Allowing the pregnancy 
to go to term is desirable unless the antibody titer 
in the mother is rising rapidly. A list of Rh nega- 
tive donors should be available. Once the diagnosis 
is made, treatment should be started immediately. 
This usually consists either of replacement trans- 
fusion or of small frequent transfusions of compat- 
ible Rh-negative blood. Since the Rh-positive eryth- 
rocytes are continually destroyed by the Rh anti- 
bodies present, an attempt should be made during 
the first three weeks of life to maintain the erythro- 
cyte count at a normal level. After that time, the 
effect of the antibody is lost. 


Rooming-in Plan 


Perhaps it would be desirable to comment upon 
rooming-in arrangements for mothers and infants 
which have evolved in recent years. 
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Enthusiasm and co-operation of the medical and 
administrative staffs of the hospital, plus the educa- 
tion and emotional preparation of patients, are es- 
sential factors for a successful arrangement of this 
type. Acceptance is not universal. Chief advantages 
of the plan in small hospitals consist of the increased 
confidence with which mothers of first babies go 
home from the hospital; and the closer participa- 
tion of physicians and nursing staff in observation 
and solution of many problems which, with cus- 
tomary nursing arrangements, are postponed until 
the mother is back at home. 

Lack of space prevents discussion of many other 
problems that arise during the newborn period. 
Congenital stridor, the thymus, various types of 
edema, epiphora and dacryostenosis, tetany, and 
infant feeding are a few of the subjects that might 
merit full discussion. The chief purpose of these 
remarks has been to direct your attention to the 
newborn infant as an entity, and to urge thoughtful 
consideration of certain factors which may improve 
his chances for health and happiness in the years 
to come. May we be fully aware of the responsibili- 
ties involved! 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 





Management of Patients with Essential Hypertension 


BY WILLIAM A. 
Philadelphia, Pennsylvania 


JEFFERS, 


M.D. 


Treatment of hypertension is based upon careful clinical evaluation that requires a minimum 


of laboratory examinations. Patients with mild or labile hypertension may require no treatment 


other than reassurance. A regimen of general measures is suggested for those deserving active treatment. 


To this can be added the use of highly potent depressor drugs such as a Veratrum derivative, hydralazine, 


or hexamethonium, with due consideration for their dangerous toxic effects. Surgical treatment 


is reserved for those well preserved patients who do not respond to the foregoing measures. 


Introduction 


IN THE PAST, effective drugs for the treatment of 
hypertension were not available. Physicians were 
justifiably skeptical of each new remedy, and be- 
came accustomed to prescribe available drugs with 
a tongue-in-cheek attitude. Reliance was placed 
upon sedation and restriction of diet and activity. 
It was difficult to show that these measures accom- 
plished much, but at least they did no harm. Indeed, 
it was feared that an individual, once hypertensive, 
might be unable to perfuse his vital organs if lower- 
ing of his blood pressure were achieved. This fear 
had some basis when the effects of hemorrhage or of 
spinal anesthesia were observed in patients with 
hypertension. On the other hand, since highly 
potent oral or parenteral preparations for lowering 
the blood pressure were not available, there was 
little possibility of harm in prescribing sedatives, 
Veratrum, and nitrites in the recommended dosage, 


to be continued for long periods of time, and with- 
out the necessity for examining patients at frequent 
intervals. 

When it was demonstrated that one could amelio- 
rate the symptoms of hypertension and produce 
some reduction in blood pressures by the use of 
thiocyanates, several important corollaries became 
evident: 

1. In spite of individual variations, it was possible 
to observe some relationship between blood pressure 
lowering effect and levels of thiocyanate in the blood 
stream. 

2. Toxic effects, both uncomfortable and dan- 
gerous, were not uncommonly seen when blood 
levels of 10 mg. per 100 cc. or more were main- 
tained. 

3. To detect such toxic effects, it was necessary 
to examine patients at frequent intervals, including 
determinations of blood levels of the drug. 

4. Although it was possible to discover an effec- 
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tive oral dose and blood level for the individual pa- 
tient by trial and error, unpredictable changes 
might occur. It was therefore necessary to maintain 
each patient under careful control as long as the 
drug was employed. 

Other important lessons were learned from the 
observation of hypertensive patients who were sub- 
jected to extensive sympathectomies: 

1. The effectiveness of operation could be cor- 
related with the preoperative state of the patient 
only if careful and repeated evaluations were made 
with respect to levels of blood pressure, various 
etiologic factors, age, sex, and the degree of func- 
tional impairment to be found in various vascular 
areas, notably in the retina, brain, heart, and kid- 
neys. 

2. As the result of reviewing the records of con- 
siderable numbers of patients who had submitted to 
extensive sympathectomies, it was possible to make 
prognostic classifications, which would guide one 
in predicting which patients could be expected to 
obtain little or no benefit from operation. Such 
classifications have failed to disclose which patients 


will certainly improve following operation. The 
various factors found to be important in relation to 
response to operation are in keeping with the known 


natural history of hypertension, prior to the advent 
of potent depressor drugs. The prognostic classifi- 
cation of Smithwick is the best now available. 

Following the discovery of highly potent agents 
for reducing blood pressure, it has become neces- 
sary for the medical profession to adopt a new con- 
cept of its obligations toward patients with hyper- 
tension. Many physicians have chosen to reserve 
judgment concerning the use and efficacy of these 
new drugs, realizing their potentialities for harm. 
This attitude of caution has real merit. On the other 
hand, it should not be carried to the point where 
patients seriously ill are denied possible benefit from 
drugs that have recently become available. 

It is essential, however, that each physician who 
administers the more potent depressor drugs have 
knowledge of the indications and contraindications 
for their use, together with an understanding of 
their pharmacologic actions, and a precise apprecia- 
tion of dosages and modes of administration. Fur- 
thermore, he must appreciate how drug therapy can 
be combined with other helpful measures, and in 
what sequence various adjuvants should be em- 
ployed. From his experience the physician should 
have the perspective for deciding, in a given indi- 
vidual, when medical therapy should be supplanted 
by operation. 
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It is my purpose to present certain principles, 
and sufficient detail to assist practitioners to treat 
patients with hypertension as effectively as possible. 
These objectives cannot be attained without an ac- 
curate evaluation of the patient. This will be dis- 
cussed first, following which various therapeutic 
measures will be described. 


Evaluation of the Patient 


Whether or not a patient is aware that he has 
hypertension, the initial examination is the most 
important opportunity for his doctor to lay the 
foundations for successful treatment. Only after 
taking a careful history and performing a thorough 
physical examination can the physician speak with 
authority regarding prognosis and the need for 
treatment. 

A searching history often will disclose some back- 
ground of etiologic importance such as recurring 
tonsilitis or scarlet fever in relation to nephritis in 
childhood, nephrolithiasis, toxemia of pregnancy, 
pyelitis, or prostatism. It is usually desirable to 
record the date and circumstances under which the 
patient first became aware of his elevation of blood 
pressure. In order to compare his symptoms with 
objective evidence of vascular damage, it is desir- 
able to record in some detail his earliest symptoms, 
and their chronologic development up to the time 
of the initial examination. 

A discrepancy between severe symptoms and 
mild hypertension, with little or no evidence of 
vascular damage, usually points toward anxiety 
rather than to serious illness. The historian should 
note the specific characteristics of such symptoms 
as headache, dyspnea, palpitation, substernal pain, 
and edema. Parenthetically, any or all of these 
symptoms can be present in the absence of organic 
cardiovascular disease. 

The history, physical examination, and labora- 
tory studies in hypertensive patients are directed 
toward answering two questions: (1) What etiologic 
factors have been operative? (2) What vascular 
damage has resulted from the demonstrated hyper- 
tensive cardiovascular disease? 

In the physical examination, particular interest 
will center on the following: the state of the ocular 
fundi; the neck with respect to goiter, vascular 
pulsations, or venous engorgement; measurements 
of blood pressure in both arms and a leg to rule out 
aneurysm or coarctation of the aorta; heart size, and 
careful auscultation to insure that intensity of 
heart sounds, and murmurs or gallop rhythm are in 
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keeping with the rest of the clinical picture; evi- 
dences of heart failure such as basal pulmonary 
rales or effusion, hepatomegaly, and edema over 
the sacrum or shins; nodular enlargement of the 
kidneys suggestive of polycystic disease; aneurys- 
mal dilatation of the thoracic or abdominal aorta; 
the character of peripheral arterial pulses; neuro- 
logic findings reflecting cerebral vascular damage. 

Relatively few special tests are necessary in the 
evaluation of patients with hypertension. These in- 
clude a blood count, several urinalyses, an intraven- 
ous P.S.P. test (Table 1), electrocardiogram, and or- 
thodiagram or chest x-ray. An intravenous urogram, 
and determinations of the blood urea nitrogen and 
blood sugar should also be a part of the initial 
evaluation of those with persistent hypertension. 

To rule out pheochromocytoma the Regitine test is 
the only one that can safely be employed as an 
office procedure (Table 2). It is useful only if the 
systolic blood pressure is 170 or more. The benzo- 
dioxane test is employed (Table 3) if the clinical 
suspicion of an adrenal medullary tumor is strong, 
whether or not the Regitine test is positive. If 
blood pressures are only occasionally above 170, 
the histamine (Table 4) or other provocative 
tests are performed. An adrenal tumor can some- 
times be visualized in the urogram, or after the 
presacral injection of 1,000 cc. of oxygen. 

A simple postural test (Table 5) is helpful 
discovering the occasional patient with a spontane- 
ous fall in blood pressure upon standing, and in 
testing the effectiveness of potent depressor drugs, 
or operation, upon the blood pressure. This takes 
only five minutes of the physician’s time. It yields 
more useful information than repeated random 
measurements of the blood pressure while the pa- 
tient is sitting or lying. 

It is not desirable to attempt to teach families 
of hypertensive patients how to take blood pres- 
sures in the quiet of the home, although it is 
granted that such pressures can be demonstrated 
to be lower than those taken in a doctor’s office or 
in the clinic. In addition to the time and cost of 
such training, there are possibilities of personal 
error and of placing therapy in unskilled hands 
which make it seem hazardous. 

Although it may be desirable to measure the 
lowest pressures obtained while on such potent 
drugs as hexamethonium, hydralazine (Apresoline), 
and Veratrum preparations, in order to avoid toxic 
effects, periods of unaccustomed hypotension us- 
ually produce symptoms that the patient will men- 
tion to his physician. One might go to the opposite 


GP « September, 1954 


Technique of the benzodioxane test 
TABLE 3, for adrenal medullary tumor. 





Patient resting in bed for 4 hour prior to test. 


Start slow intravenous drip of saline solution (100 cc.) and 


maintain until benzodioxane is injected (three-way stopcock). 


Take B.P. and pulse rate every two minutes for 6 minutes, or 
tolic 8.P. is over 160. 


Inject 20 mg. benzodioxane in 10 cc. saline over 2 minutes’ 
time. Flushing, palpitation, and nervousness may result. 
Leave intravenous needle in place for the remainder of the 
test. 


Continue to record blood pressure and pulse rate during injec- 
tion and every minute for 10 minutes, then every 2 minutes 
for another 20 minutes, or until blood pressure returns to basal 
level. This requires a two-man team. 


Positive test is prompt and marked fall in blood pressure, 
returning to basal level in 5 minutes. 


Cusectentsiciedteiaiinin, Combat with nitroglycerin, gr. 
1/100 under tongue, or amy! nitrite perle, and erect position. 





Technique of the histamine test 
TABLE 4, for adrenal medullary tumor. 





Patient resting in bed for 2 hour prior to, and throughout test. 
Have Regitine at bedside to counteract marked rise in bleod 
pressure, should it occur. 


Record B.P. and pulse rate (recumbent) at 2-minute intervals 
for 6 minutes prior to test. 


Start slow intravenous drip of saline (100 cc.) and maintain 
until histamine is injected (three-way stopcock). 


Use histamine acid phosphate (0.275 mg., or 0.1 mg. histamine 
base per cc.). 

7 
Dilute 1 cc. ampul to 8 cc. with saline. This gives a solution of 
0.0125 mg. per cc. Fill a 2-cc. syringe with this dilution. 


Give 0.2 cc. intravenously from 2-cc. syringe. If no untoward 
reaction after 30 seconds, give remainder of 2 cc. 


Positive test is sharp rise of B.P. within 2 minutes after injec- 
tion. : 


Take B.P. and pulse rate at one-minute intervals for 10 minutes 
if negative, or until B.P. stabilizes. 


if rise in B.P. cmsende 290 epneti, give Regine 1 ot (ma, 
intravenously, and repeat as required. 








extreme and measure the blood pressure of hyper- 
tensive patients after exercise or other stress (such 
as the cold pressor test) in order to gauge the effec- 
tiveness of therapy in avoiding peaks of hyperten- 
sion. As a compromise, a simple postural test, 
performed in the doctor’s office in a standard fash- 
ion as indicated, is a satisfactory guide with respect 
to the effectiveness of therapy. 

From repetitions of this type of clinical survey at 
intervals of from one to six months (omitting the 
urogram and tests for pheochromocytoma), it is 
possible to discover likely etiologic factors, and to 
measure the progress of vascular damage in the 
eyes, heart, and kidneys. On the basis of this 
evidence, the effectiveness of various forms of treat- 
ment can be tested, and alterations in the thera- 
peutic approach can be planned. For the severely 
hypertensive patient (diastolic pressure 120 or 
more), no lesser survey is in keeping with the threat 
of the disease. 


General Measures for Control of Hypertension 


Certain basic, but non-specific, measures are 
useful .in the management of most patients with 


hypertension. In younger patients with mild or 
labile hypertension (not exceeding 170/100), in pa- 
tients over the age of 65 with severe elevations 
(200/120 or more), and in those with frank azote- 
mia, it is preferable to avoid the use of highly 
potent depressor drugs. These basic measures then 
become the essential treatment for such patients. 

Activity. Because hypertensive patients are apt 
to feel obligated to do more than their share of the 
world’s work, it is desirable to give specific sug- 
gestions in keeping with their physical capacities, 
along these lines: 

1. Rest in a chair or on a couch for thirty to 
sixty minutes after meals, including breakfast. 

2. Limit stair climbing. 

3. Avoid evening and mealtime business engage- 
ments. 

4, Participate regularly in recreations involving 
relaxing physical activity such as golf, hunting, 
fishing, and swimming, if they can be performed 
without producing symptoms of cardiovascular 
reference. 

5. Obtain six to eight hours of rest nightly. 

6. Avoid an overly competitive regimen of 
business or professional activity. 

Diet. If patients are overweight, a diet list for 
1,000 or 1,200 calories, if carefully followed, is 
usually sufficient to initiate reduction. Foods ob- 
viously high in salt content should be avoided, and 
salt should not be added at the table. Bulk and 
calories should be fairly evenly distributed among 
the three meals, avoiding a large evening meal. 

In the presence of edema or other evidences of 
fluid retention, more drastic restriction of salt is 
in order. This can be achieved by a 500 mg. sodium 
diet or by the rice diet, as devised by Kempner. 
An accessory method of restricting salt is the use 
of one of the cation exchange resins, such as 
Carboresin (Lilly), 10.0 Gm., Natrinil (National 
Drug), 10.0 Gm., or Resodec (Smith, Kline & 
French), 15.0 Gm., after each meal. These can be 
employed to reinforce dietary restriction of sodium. 

Coffee and Tobacco. Unless the hypertensive pa- 
tient is so elderly or so ill that little or no prolonga- 
tion of life can be anticipated, he should be urged 
to smoke moderately or not at all and to drink 
not more than one cup of “regular” coffee daily. 
As alternatives, one can suggest tobacco low in 
nicotine, and low-caffeine preparations of coffee. 

Alcohol. Because of its sedative and vasodilator 
properties, it is my custom to allow those who de- 
sire it to use about 3 ounces of alcohol a day. 

Sedation. That many patients with hypertension 
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feel better while taking rations of sedatives through- 
out the day is evidenced by the number of drugs 
prepared to combine sedatives with antispasmodics 
and with mildly hypotensive agents. Sedatives are 
useful in those with mild or labile hypertension. 

Other Medicinal Agents. Except for occasional 
undesirable synergistic actions (e.g., digitalis and 
Veratrum) drugs for improving the circulation can 
be used as indicated, whether the cardiovascular 
disease be due to hypertension or to other causes. 
Aminophylline, digitalis, oxygen, nitroglycerin, 
and mercurial diuretics can be employed for their 
usual indications, and with the usual precautions. 

Rauwolfia. Currently, considerable attention is 
being centered upon extracts of Rauwolfia serpen- 
tina. Experience has established that many patients 
will have a sedative and mildly depressor response 
to their oral use, due presumably to effects upon 
central autonomic centers. In this respect these 
drugs are to be compared with other sedatives. 

One alkaloid, reserpine, appears now to be the 
most active principle. Oral and intravenous trials 
with ascending dosages of reserpine suggest that 
it may be possible to ameliorate even severe hyper- 
tension with this drug, when prescribed either 
alone or in combination with other potent drugs. 

Its effects upon blood pressure, when taken 
orally, are not evident for a week or more. Initially 
a dosage of 0.25 mg. twice daily is in order. This 
is increased gradually to a maximum of about 2.0 
mg. twice daily. Undesirable effects include drowsi- 
ness, nasal congestion, bradycardia, weight gain, 
and diarrhea. These can usually be avoided by 
increasing the dosage slowly, by 0.25 mg. incre- 
ments at weekly intervals. 

It is the present impression that Rauwolfia is 
worthy of trial as the sole drug agent for the younger 
mildly hypertensive patient and for the elderly 
patient with hypertension of even great severity. 
It has also proved useful in the treatment of severe 
hypertension, either alone or in combination with 
more potent agents such as hexamethonium, 
hydralazine, or Veratrum compounds. 

The foregoing general measures can be recom- 
mended at the time of the initial examination, to 
be kept in force until further observations indicate 
the trend of the blood pressure (as evidenced by 
postural tests), and allow the physician to complete 
his clinical and laboratory survey. If, on this regi- 
men, blood pressures in males do not exceed 
170/100, or in females 190/110, it is probably 
undesirable to add more potent therapeutic agents. 
Exceptions become necessary if symptoms are not 
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relieved or if evidences of vascular damage appear. 
These levels of blood pressure were chosen in order 
to emphasize that the more potent depressor agents 
should be reserved for patients having severe hy- 
pertension. 


Potent Drugs for Lowering Blood Pressure 


For patients with severe hypertension, below the 
age of 65, without advanced vascular damage, who 
do not respond to a month’s trial of the general 
measures discussed above, it is my custom to 
recommend the addition of more potent agents. 
Such agents now available include certain Veratrum 
compounds, hydralazine, and hexamethonium. 

Since each of these can give rise to dangerous or 
fatal complications, I do not at present recommend 
the concomitant use of any two of them in 
therapeutic dosages. However, further experience 
conceivably may show that small doses of two such 
potent agents, given concomitantly, can achieve a 
better therapeutic response with greater safety than 
can a full dose of either drug alone. 

Only by very gradually increasing the dosages 
of these potent agents can one avoid the hazard of 
a sudden, marked fall in blood pressure which might 
lead to a cardiac infarction, a cerebral vascular 
accident, or to sudden death. 

It is not possible to predict which potent drug 
will be the most effective for a particular patient. 
Each may have to be tried in turn. If one is not ef- 
fective or loses its effectiveness after being increased 
gradually to a maximal dosage, another should be 
tested in the same fashion. Evaluation of the effects 
of potent drugs of this sort requires repetition of 
postural tests, clinical examinations, and laboratory 
tests as discussed previously under Evaluation of 
the Patient. 


Veratrum Preparations 


Veratrum acts upon central vasomotor and vagal 
centers to produce reflex vasodilatation and brady- 
cardia. Its disadvantage is that the toxic and the full 
therapeutic dose are almost identical. Toxic effects 
include vomiting, salivation, and bradycardia. To 
offset these, patients taking Veratrum should be pro- 
vided with tablets of atropine sulphate (0.6 mg.) to 
be carried at all times. They should be instructed 
to place a tablet of atropine under the tongue at the 
first indication of nausea, and to report the incident 
without delay. The prior dosage of the drug can 
then be reduced. 


Various extracts of Veratrum viride are available 





commercially. Those compounded with phenobar- 
bital and nitrites are relatively low potency, and full 
Veratrum effect often cannot be achieved while 
avoiding too marked a sedative effect. It is satisfac- 
tory to start with one tablet of Veriloid VPM or 
Veratrite after each meal and at bedtime. The dose 
can be increased by one tablet daily each week. 

The most potent alkaloid of this series with which 
I have had experience is Protoveratrine, from Vera- 
trum album. The initial dose can be 0.2 mg. four 
times a day, to be increased by 0.1 mg. per dose 
weekly until a satisfactory result is obtained, or un- 
pleasant side effects are experienced. As mentioned 
previously, Veratrum has an action somewhat like 
that of digitalis upon the conduction system of the 
heart. The two drugs should not be used together in 
full dosage. 


Hydralazine (Apresoline) 


This drug acts upon the central sympathetic cen- 
ters to inhibit the outflow of vasopressor impulses. It 
also appears to have an adrenergic blocking action 
as well. Its acute toxic effects include headache, 
tachycardia, nausea, nasal congestion, and pares- 
thesias. After taking the drug for a year or more, 
certain patients have developed anemia, arthralgia or 
arthritis, and a syndrome resembling disseminated 
lupus erythematosus. Despite evidences of recovery 
upon discontinuing the drug, a patient who has 
shown any of these late toxic effects should not be 
allowed to take the drug again. 

Since it is common for patients to experience 
headache or aggravation of headaches for about 
two weeks after starting hydralazine they should be 
warned of this possibility. In order to minimize 
headache the initial dose should be 10 mg. after 
each meal and at bedtime. After a week this can usu- 
ally be increased to 25 mg. four times a day. There- 
after increases of 25 mg. per dose can be made 
weekly. We have not exceeded a dose of 800 mg. per 
day in our clinic. We do not recommend an attempt 
to combine this potent drug with Protoveratrine or 
hexamethonium. 


Hexamethonium 


This is a highly potent inhibitor of autonomic im- 
pulses which acts on all autonomic ganglia. Very 
careful supervision of patients receiving this drug is 
mandatory. Its absorption from the gastrointestinal 
tract is poor and unpredictable so that some prefer 
to employ subcutaneous injection twice daily. Its 
toxic effects include constipation or paralytic ileus, 
blurred vision, nausea, and peripheral circulatory 


collapse upon standing. Patients should be given a 
nightly laxative if necessary, and should be warned 
to discontinue the drug immediately if a bowel 
movement does not occur daily. This precaution is 
necessary to avoid a cumulative action of the drug in 
association with faulty elimination. Since excretion 
by the kidneys also takes place, hexamethonium 
should not be given to patients having severe renal 
insufficiency and nitrogen retention. 

If an attempt is made to control blood pressure by 
subcutaneous injections, preliminary intravenous 
titration should be carried out, as described by 
Freis and Finnerty in GP for March, 1953, follow- 
ing which the dose for subcutaneous use can be 
selected with some assurance. 

When administered by mouth, the drug can be 
given safely only if the patient is in almost daily 
contact with his physician until a satisfactory main- 
tenance dose is worked out. Initially, a dose of 0.25 
Gm. after each meal, and 0.5 Gm. at bedtime can be 
prescribed. This can be gradually increased by 0.25 
Gm. per week until a maximum of 3 or 4 Gm. per day 
is reached. 

Hexamethonium is a drug of very dangerous po- 
tentialities. It should be employed only for patients 
with severe hypertension, each of whom should be 
treated as a problem in clinical investigation. 


Crises of Hypertension (Encephalopathy) 


With the discovery of highly potent drugs for re- 
ducing blood pressure, it has become possible to 
control peaks of hypertension which may be accom- 
panied by alarming signs of impairment of cerebral 
function, pulmonary edema, or focal neurologic 
damage. Under these circumstances, clinical im- 
provement may follow a moderate reduction in blood 
pressure. Contrarily, the patient may be made worse 
by a precipitous or marked fall in blood pressure. 

The safest drug to employ in this circumstance is 
the dihydrogenated ergot preparation Hydergine 
(Sandoz). (Evidence is accumulating to suggest 
that reserpine given intravenously may be similarly 
safe and effective.) Hydergine can be given in a 
dose of 0.6 mg. (2 cc.) intramuscularly every four 
to six hours, as required, for systolic blood pres- 
sures of 200 mm. Hg. or more. Its side effects are 
minimal, including mild sedation and nasal con- 
gestion. Although not highly potent for lowering 
blood pressure, it is capable of reducing cerebral 
vascular resistance. 

Veratrum extracts of considerable potency are 
also available for parenteral use. I prefer the intra- 
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muscular rather than the intravenous route, in order 
to avoid precipitous declines in blood pressure. Such 
preparations as Veriloid (Riker) can be given in a 
dose of 1.0 mg. every four to six hours, as indicated. 

Parenteral preparations of Protoveratrine, hy- 
dralazine, and hexamethonium can also be given for 
the management of hypertensive crises. For Proto- 
veratrine an average dose is 0.4 mg. intramuscularly 
every six hours, and for hydralazine, 10 mg. every 


six hours. Hexamethonium requires preliminary in- 


travenous titration, as mentioned above. 

In using these and all other drugs by intermittent 
intramuscular injection for the control of hyper- 
tensive crises, the blood pressure should be meas- 
ured at intervals of one and two hours after each 
dose, and just prior to each projected subsequent 
dose. Orders should be written to indicate clearly 
that injections are to be given only if the blood 
pressure exceeds a certain figure, such as 200 mm. 
Hg. In the event of a precipitous fall in blood pres- 
sure despite these precautions, such counter meas- 
ures as oxygen and a pressor preparation such as 
Vasoxyl (Burroughs-Wellcome) should be at the 
bedside. The latter is promptly effective when used 
in a dose of 5 to 20 mg. intravenously. 


The Place of Surgical Treatment 


I have presented the concept that treatment 
should be graded with respect to the urgency pre- 
sented by the individual patient. Only those with 
severe hypertension who fail to respond to basic 
general measures should be considered candidates 
for trials with highly potent new drugs. In our clinic 
we are prepared to take another step. When such 
patients fail to respond to highly potent drugs, sur- 
gical treatment is considered in appropriate cases. 


There is no reason for abandoning trials of vari- 
ous medical programs for operation unless there is 
available a skilled team of physicians and surgeons 
engaged in studying the effects of sympathectomy 
and related procedures. Such a team has long been 
active in the Hospital of the University of Pennsyl- 
vania. 

Because thoracolumbar sympathectomy has failed 
to alter the pressures of occasional severely hyper- 
tensive patients, or has been followed by relapsing 
severe hypertension after a year or so, we have ex- 
plored the effects of combining extensive adrenal 
resection with various types of sympathectomy in 
125 patients during the past four years. 

It now appears that a limited subdiaphragmatic 
sympathectomy, combined with total or subtotal 
adrenalectomy, may give results comparable with 
the more extensive thoracolumbar sympathectomy, 
and with less postoperative morbidity and disabil- 
ity. Thirty-four per cent of severely hypertensive 
patients subjected to this combined surgical ap- 
proach have shown an excellent clinical response. In 
an additional 19 per cent, the result has been con- 
sidered fair. We have not referred for operation pa- 
tients over 60 years of age, or those with marked 
impairment of renal function (less than 20 per cent 
elimination of P.S.P. in the first fifteen minutes after 
intravenous injection; blood urea nitrogen more 
than 20 mg.). Well preserved patients with severe 
hypertension, who fail to respond to intensive 
medical therapy, should not be denied the bene- 
fits of surgical treatment. 


This work was supported in part by research grants from the 
National Heart Institute, U.S. Public Health Service (H338), 
The Squibb Institute for Medical Research, Sandoz Pharma- 
ceuticals, Eli Lilly and Company, Merck and Company, Inc., 
and Ciba Pharmaceutical Products, Inc. 





HERE’S 


A HELPFUL HINT 





GP September, 1954 





For Explaining Lesions to a Patient 


IN MAKING pelvic examinations, a useful gadget is a small hand mir- 
ror, such as women carry in their purses, to show the patient the 
abnormal conditions found. She should hold the mirror slightly 
diagonal above her vulva so as not to obstruct the light, and she 
lifts her head from the pillow and of course looks at the mirror, 
while the examiner points to the lesion with an applicator. Seeing is 
believing, and the two minutes it takes to help her to look at her 
own caruncle or diseased cervix is time well spent. She is much 
more likely to consent to necessary treatment after such a demon- 
stration. Weeks later when the disease is corrected, another mirror 
demonstration is good practice. 
—J. W. VisHER, M.D., Evansville, Indiana 
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Che Patient with Carcinoma of the Breast 


Dr. Gross: This afternoon, we will consider the 
psychic effects of carcinoma of the breast. The pa- 
tient, a 33-year-old housewife and the mother of 
three children—a son 11 years old and twin girls 
14 months old—first had breast symptoms about 
three months ago. She noticed a pain in her chest 
which radiated to the axilla and down the arm. 
Since she was nervous, she thought this might be 
“neuritis” so she paid no more attention to it. As 
it bothered her more she began to rub it with lini- 
ments, and one evening she felt a sudden hot flush 
around the breast. When she put her hand there 
she discovered a lump. She then realized that some- 
thing was wrong. 

The following week, she went to her family phy- 
sician. He advised her to go to the hospital to have 
a biopsy. She was told that she probably had a 
“milk lump” but that, if it turned out to be cancer, 
they would have to remove the whole breast. How- 
ever, no preparations were made at the hospital for 
removing the breast. The only surgery was the 
biopsy. After the biopsy report came back, her phy- 
sician told her that she would have to go for a bigger 
operation and that she would have to have x-ray 
treatment. Since she could not afford private care 
she was referred here. 

In December, she came to the surgical clinic and 
from there she was sent to the Tumor Clinic. With 
her she had a referral written on a prescription 
blank, stating that she had had a biopsy for a lump 
which showed “cirrhosis.” Whether or not this was 
intentionally designed to mislead the patient, we do 
not know. At any rate, she looked up the word 
cirrhosis. I do not know what she found out, but 


she came to the conclusion that it meant that she 
had either cancer or syphilis. She was very worried 
because she could not understand how she could 
have gotten syphilis. The thought frightened her a 
great deal. Cancer seemed more logical to her, but 
on that score too, she felt that she did not know and 
she wished that she were told. When she came to 
the Tumor Clinic, she felt that there was a lot of 
activity which left her confused. There were “many 
interns and many doctors and many doctors and 
> and she didn’t know the names of 
anybody. However, she was treated nicely (Fig- 
ure 1). 

The patient herself, to describe her, looks about 
her age and is of about average height but somewhat 
on the plump side. She is very plain looking. She 
uses little make-up, her clothing is not particularly 


many interns,’ 


Figure 1. “There were many interns and many doctors . . . 





GP * September, 1954 





Figure 2. Regret of her lost womanhood. 


flattering and certainly does nothing to accentuate 
any of her sexual characteristics. She gives the im- 
pression of being basically a very jolly woman, one 
who jokes about everything, who is always in good 
humor and makes the best of situations. 

When she came to the Psychiatry Clinic, how- 
ever, she was very frightened. The first thing that 
she thought of was that she must have syphilis be- 
cause she knew that psychiatry and syphilis were 
somehow connected, and she was very much afraid 
that we were going to stick a needle in her back for 
a spinal tap. 

She felt that the only other possibility was that 
she was crazy. She knew that she was nervous. She 
had always been nervous and she knew that she had 
become more upset since this whole business with 
the breast began, but she really did not think she 
was crazy. She was very frightened and confused— 
very anxious, wringing her hands and crying a great 
deal until I explained to her that we were just in- 
terested in knowing what her reaction was to havy- 
ing a tumor of the breast. Then she became much 
more relaxed and really became quite cheerful and 
jolly. Although she seemed to reach out for reassur- 
ance, she was not a demanding, clinging kind of 
person. She was even apologetic for making a scene, 


for crying, and for asking for reassurance. She had 
had several operations in the past. One operation, 
about eight years ago, was on the cervix-—apparent- 
ly some kind of plastic operation. She had misinter- 
preted this and thought that they had fitted up the 
uterus with some kind of material made out of 
plastic. Nevertheless, she was able to have children 
after this surgery. A year later she had a cyst re- 
moved from each ovary. She became very upset 
prior to the operations and reacted with a great deal 
of fear to the anesthetics. 

When I asked her about what would be done to 
her in this hospital, she said that they were going 
to take off her breast and remove the lumps from 
under her arm. I asked if that bothered her, and she 
said that she did not think so because she was mar- 
ried and her husband would not care. She men- 
tioned that it was a good thing that she was married 
because if she were single it would really be quite a 
bad thing (Figure 2). And then she remarked that, 
while she was waiting in the Tumor Clinic, she had 
seen some people who had had breasts removed. 
She mentioned one girl she saw and exclaimed how 
much she looked like a man with all her ribs show- 
ing. She also mentioned that this girl had had an 
operation over a year ago and she was still living, 
which was something, but she knew this girl had to 
have some ribs removed and she felt that there must 
still be something wrong. She asked: “Why would 
they do all this surgery if you did not have cancer?” 
She again referred to the fact that her family 
physician had indicated that these operations would 
be done if she had cancer. Still she did not know 
what she had. She figured most likely it was 
syphilis or else it was cancer, but then it might be 
neither. She was quite confused. She wished that 
someone would tell her. 

In discussing her past history, it was learned that 
she was born in Germany and came to this country 
when she was 7. A year later, her mother died of a 
pulmonary embolus following a pelvic operation. 
The patient told of this with some bitterness, which 
was not really very great because she is so jolly 
almost all the time. She was perturbed because her 
mother had been very well, and the doctor had said, 
‘Fine, she is out of danger.” and then suddenly she 
died. She thought that the doctor didn’t know what 
he was talking about. A couple of years later, her 
father married a woman who was apparently very 
sadistic. The patient cried a great deal when talking 
about her stepmother who beat the children quite 
mercilessly. She describes in detail an incident when 
she was sick with scarlet fever and her stepmother 


GP e Volume X, Number 3 





went out of the house for some reason and said: 
You stay in bed, don’t you move, don’t even go to 
the bathroom.” She tells how she had to urinate but 
didn’t until she couldn’t stand it any longer. Finally 
she went to the bathroom, and when her stepmother 
came back and found out, she beat her with a carpet 
beater until she was bloody. The stepmother also 
beat the children when they showed affection to 
their father. The patient felt that she could not do 
anything about the situation. Her father had mar- 
ried this woman and it was not her place to inter- 
fere. She believed that her father did not know what 
was going on or he would not have permitted such 
things. But, on the other hand, it was better that he 
should not know what was going on. So she kept 
these things pretty much to herself, and presum- 
ably her father did not know. 

She had her first menstrual period when she was 
14 years old, and she remembers very little about it. 
She was not told anything about menstruation. It 
came when it came, and she just accepted it. There 
was no one she could talk to about it. She could not 
go out of the house or play with girl friends very 
often because her stepmother forbade it. She does 
not remember when she developed secondary sexual 
characteristics. She had no memories whatsoever 
about the development of her breasts or of her feel- 
ings about them. These are things that happened 
and she just accepted them. She maintains that she 
had no feelings about them. Apparently there is 
much, particularly related to sex, which she does 
not remember. 

When she was 19, she left home to get away from 
her stepmother. She had graduated from high 
school. [t was during the depression when jobs 
were very hard to get. She was accused of not work- 
ing hard at jobs, but she says it was not her fault 
that the only jobs she could get were very obviously 
temporary ones. She finally could not stand it any 
longer so she left home to live in a boarding house. 
While there, she met a man, twenty years older 
than she, who was good to her. After knowing him 
for three weeks, they got married. She states that 
she married to get away from her family. 

I might mention that she has a sister ten years 
older and one five years younger. Her father is still 
living in Texas but there is no communication be- 
tween the patient and the rest of her family. As far 
as her marriage is concerned, she feels that she did 
pretty well, that she is better off than most of her 
girl friends, and that her husband treats her nicely 
although he is very, very jealous. If she goes out, he 
phones every five minutes to check on her. She says 
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that she was completely ignorant of sexual relations 
when she married. For the first ten years, she was 
frightened and frigid. In the last three years she has 
had more feeling. In fact, it has increased to the 
point where she is beginning to get a great deal of 
gratification. She comments bitterly: “Now this has 
to happen,” meaning the breast operation. 

She states that she has to know whether or not 
she has cancer. It is very important for her to know 
how long she has to live, because if she is going to 
die, she would find somebody to adopt the twins, 
who are now 14 months old. She is determined that 
they will not go through what she went through, 
with a stepmother. She wants to be sure that if they 
have a stepmother, it will be someone who will love 
them. She has to get well for the twins’ sake, but if 
she cannot. then she will take this step. She says 
that she can’t bear hurting anybody. She would 
rather be hurt than hurt anyone else. 

All this information was obtained in one inter- 
view. I saw the patient about a week later when she 
was admitted to the surgery ward. She seemed 
cheerful as usual—joking, a good front of being 
quite jolly—which I felt was not put on for the oc- 
casion but was her characteristic way of doing 
things. Again, she complained that no one had told 
her about cancer, but she felt much more relaxed. 
There was not the anxiety that she displayed at the 
first interview. She seemed to be resigned to losing 
her breast. Again she felt that she was lucky being 
married. She mentioned that the doctors and nurses 
treated her very well, that this was a wonderful 
hospital but nobody spends very much time with 
her. She has been afraid to ask about her diagnosis 
because the doctors go by in such a rush. 

I saw her again five days postoperatively. At that 
time she was very cheerful, saying, ‘Well, it’s over 
and it looks kind of funny.” No arrangements ap- 
parently had been made for an artificial breast, but 
she knew that such existed. She wondered how she 
would look. She seemed more concerned about her 
arm which was somewhat edematous and painful. 
She still didn’t know the diagnosis, and she was 
afraid to ask, although she mentioned that one of 
the doctors had spent quite some time talking to her 
and she was grateful for that. I have the impression 
that she never will ask, that she is afraid to ask. 

I imagine the main question for discussion is 
what to tell a patient who has carcinoma and then 
specifically someone with carcinoma of the breast, 
particularly in view of the general knowledge that if 
you have a radical mastectomy, it is for carcinoma. I 
would be interested in the effect of the diagnosis 





written on a prescription blank and given to the 
patient to bring to the clinic. How does a patient 
feel about that? Usually these notations are very 
cryptic, and yet I wonder how much they reveal to 
the patient. 

Dr. Grinker: Would the surgeons care to discuss 
this? 

Dr. SLtauGHTER: This patient seems to be a more 
placid individual than the average breast cancer 
patient at the age of 33. My practice is not to tell 
people that they have cancer unless there are some 
very good reasons. I have found it far easier to dis- 
semble to the cancer patients than to anybody else 
because they don’t want to believe the diagnosis 
anyway. 

I have a standard story which works out quite 
satisfactorily. I tell the patient that there is a lump 
in the breast that shouldn’t be there and that it 
might be something dangerous. I use the word can- 
cer because that is what she is thinking of. I tell her 
that it might be cancer and that the standard prac- 
tice is to admit her to a hospital, put her to sleep, 
remove the lump, and see what it is. Then, if it is 
something dangerous—here is where the gimmick 
comes in—I say if it is a precancerous lesion or 
cancer, then the breast has to be removed. Now, 
there is almost literally no such thing as a precan- 
cerous lesion, but patients don’t know that. If it is 
cancer we go right ahead with a radical mastectomy. 
I usually tell chem afterwards that it was a precan- 
cerous lesion. 

I talk with a responsible member of the family, 
such as the husband or son, and tell him the exact 
situation and the percentage prognosis, which we 
know fairly well. But I do not tell the patient. I 
personally disagree completely with the point of 
view that all cancer patients should be told. I think 
it is a cruel absurdity. I see no reason to add the 
mental burden of a sword hanging over one’s head, 
particularly in the case of the cured patient who 
will wait for the carcinoma to recur. Given the 
direct knowledge that it was cancer, they will all 
wait for a recurrence. I say it was a precancerous 
lesion—it was not cancer—and the patient accepts 
this without difficulty. This is the way I usually 
handle it. 

Dr. Grinker: About this patient, can you tell us 
what you think her outlook is? 

Dr. SLAUGHTER: Her outlook is poor. She had 
rather extensive axillary node involvement. She is 
an advanced case. She would be in about a 40 per 
cent five-year bracket; five years free of disease and 
a chance of permanent cure of 20 per cent. Breast 


cancer acts peculiarly and can recur within ten 
years. It is an endocrine problem. 

Dr. Grinker: Would you like to carry on, Dr. 
Taylor? 

Dr. Taytor: Well, I might say a couple of words 
about this problem in addition to what Dr. Slaugh- 
ter has said. This patient does not know she has 
cancer. But she has in her mind that she may have. 
What will we do when she has recurrences? That is 
where I have most of my experiences because the 
surgeons love to send me patients with recurrences. 
What will you tell her then? 

She may come in with a lesion on the chest wall 
at the site of previous surgery. It is pretty hard to 
fool a patient under those circumstances. She may 
come in with a backache, the first symptom of me- 
tastatic disease of the bone. You can fool her very 
nicely then—she can always have arthritis. One of 
my standard vague diseases is a peculiar disturbance 
of the endocrine glands that causes decalcification 
of the bone for which endocrine or roentgen therapy 
will be necessary to recalcify the bone—that if this 
form of therapy is not given, the disease will be 
progressive and eventually be crippling. 

The patient must understand that she has a very 
serious disease that has to be treated, but cancer 
never comes into it. Occasionally the patient will 
say, “Has it got anything to do with this opera- 
tion ?” I will look her right in the eye, and I will say, 
**No.”’ I will lie directly to her, and I continue to lie 
to her throughout her entire course all the way up 
to the stage when the patient knows perfectly well 
that she has cancer, and knows that I know it. Very 
rarely will the patient try to pin you down at that 
stage. She likes to keep some sort of a slight doubt 
in her mind about it. She may even ask you whether 
she has it, but doesn’t want you to answer directly. 
It is much better if you don’t answer it directly, | 
find. 

I have patients in late stages of the disease who 
know they have cancer because they have been told. 
They are very much easier to take care of, in a way, 
because you don’t have to play a part all the way 
through, but I don’t think it is easier for the patient. 
It is much easier for them if they don’t definitely 
have the final word. 

Dr. StauGuTer: As long as it is equivocal in their 
minds, they are happier people. 

Dr. Taytor: It is extraordinary how these pa- 
tients will go and get a heavy dose of radiation and 
still will not admit that they have cancer either to 
themselves or to you. Yet they know that x-ray 
treatment is for cancer. 
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Dr. Grinker: And the name of the clinic is 
‘Tumor Clinic.” Dr. Renneker, you are the psy- 
chiatric specialist on breasts. 

Dr. RENNEKER: The problem that you are con- 
fronted with, particularly the problem of recur- 
rences, probably puts you in one of the toughest 
spots in the practice of medicine. I might say that I 
think the problem of recurrence, in its emotional im- 
plications, is a problem that exists all by itself. 

As I understand it though, we are primarily 
talking now about the initial handling of the woman 
who has cancer of the breast. I think that the prob- 
lem has to be viewed from two directions. First, 
from the standpoint of its meaning to the patient, 
and this must then be broken down into individual 
patients. Secondly, there is the emotional meaning 
of it to the surgeon. One cannot be considered or 
understood without the other. 

Now, in the women whom we have seen, our ap- 
proach was to simply use the word cancer very 
freely in the beginning. We did not know whether 
or not these women had had cancer or benign 
breasts, so we would simply say: ‘‘Well, I don’t 
know whether or not you are here because you have 
had cancer of the breast,” thus using the word 
cancer at the outset. Most of the women we saw had 
not been told that they had cancer. They were all 
quite eager, once you used the word cancer, to begin 
slanting their talk in that direction. And, when you 
would just put it to them and say, “Well now, you 
seem sort of anxious about this. Do you think that 
you have cancer of the breast?” They would say 
Yes.” 

In our series of fifty women, all without exception 
thought they had had cancer of the breast. They 
were all sure that it was so irrespective of what they 
had been told. Those who had not been told or to 
whom the doctor had lied were just as convinced. 
So whether the doctor was silent or lied or was just 
evasive, it did not affect the patient’s feelings that 
it was cancer. 

Now, what was the meaning to a woman if the 
doctor did not say anything? The meaning to many 
of the women we saw was that the doctor’s reason 
for not saying anything was because he felt they 
were going to die and there was no hope. If there 
was any hope he would have said: ‘“This is cancer, 
but it’s early cancer,” or “It’s a cancer that can be 
treated,” or ““There is hope.” The personal mean- 
ing of silence or of direct lying was that the doctor 
did not want to be placed in the position of having 
to tell them that they were going to die. 

This pushes the woman into a very difficult posi- 
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tion. She now has no hope. She does not even have 
the realistic hope that she is entitled to at that 
particular point. I mean, we have heard the figures 
of 20 or 40 per cent here. That particular woman 
could not feel that she had a 20 or 40 per cent 
chance. She had zero chance. The doctor doesn’t 
want to talk about it, or he has committed himself 
to a certain statement, so that if she is going to 
continue to see this doctor, she has to continue to 
play his game—because it becomes a game. 

I was struck with the similarities to a sort of a 
play that has already been written. A certain role is 
ascribed to her. The doctor plays a certain role, and 
the family plays a certain role. Everybody has to 
continue to stay in character and say their lines at 
the right time. In some cases the families did not 
say anything to the patient, although they felt like 
it. When the doctor took the husband aside and 
said, “Well, she has such and such a chance,”’ the 
feeling, of course, of some of these husbands was 
that the doctor was lying—‘He was just trying to 
reassure me. If there was any chance he would have 
told her. And since he didn’t tell her, I am afraid to 
tell her.” This creates a rather strained marital 
relationship. 

It also raises the problem that we felt was quite 
important, and that is the weight loss that occurs in 
cancer. In several of the women, it was our impres- 
sion that they were really chronically depressed 
and that certainly a good percentage of their weight 
loss was on the basis of the depression rather than 
on the basis of cancer. They began losing weight 
fast, and the loss in weight was, to some extent, 
parallel to the progression of their depression. 

We felt that this was important because it re- 
quires a certain expenditure of energy to play this 
game and this role. If you are going to make a good 
job of it, it means you have to be alert all the time, 
and you have to force yourself into certain patterns. 
You are using up a lot of valuable energy that per- 
haps might otherwise be utilized in more pleasant 
interpersonal relationships during this period. But 
certainly, the presence of this type of masked de- 
pression—it is usually masked—we felt could easily 
have been avoided, if things had been brought out 
on the table. 

Now, from the standpoint of the physician, it is 
certainly a very difficult problem. To some extent I 
think that the approach to the cancer patient is 
something that has been carried on from generation 
to generation. You acquire it from the guy above 
you, and it is rooted in a time when there was no 
hope. At that time if you had cancer of the breast 





you were sure you were going to die. But that isn’t 
the case any more. The surgeons can give figures a 
lot better than I can as to the percentage of the five- 
year expectations for people with lesions in various 
portions of the breast which have progressed to a 
given stage. So there is hope. 

Unless you are dealing with a severely disturbed 
person, our feeling has been that as long as there is 
hope, people are organized in such a way psycholog- 
ically, that they tend to fix on hope, and they tend 
to operate from hope, and, therefore, why not give 
them hope. 

But, again getting back to the problem of the sur- 
geon, I didn’t quite appreciate the type of problem 
involved until one of my patients in this group— 
who is a postoperative patient and who is in analysis 
—developed a recurrence. Another patient in the 
group, who was in analysis with somebody else, also 
developed a recurrence. Then we found ourselves 
in nearly the same position that the surgeon is in; 
that is, you have a certain emotional investment in 
your patient. Now we really got down to feeling what 
happens when one is in your shoes. The feeling of 
keeping the patient’s problems away from you, I 
think, is a real temptation. I know I certainly would 
be tempted if I saw these people all day long because 
it is a lot easier to say, “Let’s not make a problem of 
this, let’s say it is not cancer, and let’s not talk about 
it. Let’s not have any emotional reaction to it.” It is 
a lot easier because the alternative involves giving 
so much of yourself all the time to these people. 
Actually, I think that is what it involves once you 
begin talking with them. They are so anxious .to 
talk and they are so anxious to use you. 

Now there is one other point I want to make 
which we felt was also important in the patient- 
surgeon relationship, that is, that these women did 
not trust their doctors. They knew they had been 
lied to, they knew they had been deceived, and be- 
hind this pleasant fagade that has been described, 
they felt angry at being pushed into this position. 
Therefore, from that point on, whatever that par- 
ticular doctor said, I am convinced could never be 
believed. Not only that, but the problem of getting 
yourself into this position of lying and also of get- 
ting the patient into this position of feeling hopeless 
is liable to create certain problems in, well, let us 
say, the quickness or the reliability or the regularity 
with which they might go through in their relation- 
ship with you. 

Dr. Grinker: Thank you very much. Do you 
want to say anything in response to Dr. Renneker? 

Dr. Staucuter: I gather from his remarks that 


the trend of his feeling is that all patients should be 
told. 

Dr. RENNEKER: No, I didn’t say that. 

Dr. StaucuTer: I know you didn’t. I said I 
gather that is a trend. 

Dr. RENNEKER: As many patients as possible, | 
would say. 

Dr. StaucHTeR: I wish you would let us know 
which ones you can and which you cannot inform of 
the nature of their disease. Now you worked with 
fifty patients who had cancer and who all said they 
knew they had it. Is that correct? I should think it 
would be interesting to work with a comparable 
group of fifty who had been told straight out, really 
told what they had and the percentage chances of 
recurrence, and those who didn’t have a chance, 
that they would be dead in six months. It would be 
an interesting control group, I should think. 

Dr. RENNEKER: Now wait, I didn’t say that. I 
wasn’t talking in terms of telling people ‘You will 
be dead in six months.” As I said, the problem of 
recurrence is something that is entirely different. 
But I am talking about the woman when she first 
comes to you. 

Dr. Grinker: I think that what has been raised 
is an extremely important point of indecision for 
the surgeon, certainly for the person who is re- 
sponsible for any part of the postoperative care. I 
was introduced to the problem of psychiatric care 
of a cancer patient very early in my professional 
life when certain surgeons felt that it was easier for 
them if they got rid of these problems by sending 
them to the psychiatrist. I was present at the death 
of a number of patients with whom I had to continue 
this process of reassuring them that they did not have 
a malignancy and that they were going to live. | 
think that an important point has been raised in 
that there are some patients who know that they 
have a carcinoma of some form or other, and any 
noncommunication or any distorted communica- 
tion from the surgeon is ineffective and, as a matter 
of fact, makes them distrust the surgeon and reluc- 
tant to continue any possible therapy. 

There are even patients, I think, who know that 
they have carcinoma before the diagnosis is made 
medically and surgically. There are a number of 
such cases on record. I wish we could formulate the 
way in which the hunches have been made by the 
patients that there is something biologically grow- 
ing within them that is reflected in their psychic 
life in the form of depression. Their way of express- 


ing that depression symbolically in dreams should 
differ from a depression due to purely intrapsychic 
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processes. Here is a problem that needs a good deal 
of study. 

I think there are, however, a large number of 
patients who do not believe they have carcinoma 
and who cannot be convinced that they have it by 
any clues, by any communications, given inten- 
tionally or inadvertently. These patients who have 
somehow or other established rather effective psy- 
chological defenses against accepting the presence 
of a severe, disabling, progressive and fatal disease, 
are willing to play this process with the surgeon be- 
cause they are not part of the game. The game is, as 
Dr. Renneker pointed out, a nice little game be- 
tween the surgeon and the patient who knows. 

There is the other patient who doesn’t know and 
doesn’t want to be told and cannot accept the fact. 

If we could, through psychological means—and 
perhaps Dr. Renneker can through his studies— 
discriminate between these patients, using some 
short-cut method that surgeons could employ in 
order to determine which patient should ‘be told 
and which one not, perhaps we could be helpful. 
Dr. Bailey has had that problem through much of 
his professional life in the sense that he has had 
patients who have been unwilling to accept the 
severity and the finality of the disability of their 
brain tumors and their disability after they got 
through with the surgery. It might indicate some- 
thing to us. Would you like to tell us about those 
cases ? 

Dr. Bamey: The matter is a little bit complicated 
when you are dealing with the brain because there 
are certain lesions which patients simply ignore. 
They will ignore a left hemiplegia, for example. 
Nevertheless, I think that enters rather rarely into 
the question of their reaction toward brain tumors. 
I can only tell you my own attitude toward the 
matter. 

In those cases the patient always knows that she 
has a tumor of the brain. It is rare that she doesn’t 
know that, or isn’t told that. But, I have always 
told them that there are many kinds of brain tu- 
mors, that some of them are benign and can be 
taken out and cause no further trouble, and others 
are malignant, and we cannot know what the tumor 
is going to be until we have opened the head and 
see it. 


In all my experience no patient has ever asked 
me afterward whether the tumor was malignant or 
not. They may have thought about it, they prob- 
ably did think about it, but never has one of them 
asked me. Fortunately. What would I have told 
them if they had asked, I don’t know. I think I 
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Figure 3. “You have six months to live.” 


would have lied to them. In fact, I had thought 
about the matter and had decided that I would lie 
to them. 

Once, in Dr. Cushing’s clinic, when I was first 
getting experience in these things, Dr. Cushing had 
a patient who had been on the Yale football team 
when Cushing was there. They were good friends. 
Those were in the days of the flying wedge, when 
playing football really took courage of no small 
order. This man was a star football player in those 
days. He was a big, powerful, driving sort of man 
who had been a big executive in a manufacturing 
plant. He asked Dr. Cushing: “Harvey, I want to 
know what’s the matter with me ?”’ Dr. Cushing told 
him that he had a brain tumor and that he had to 
be operated on. He said, “All right.” After the 
operation he said to Dr. Cushing in my presence: 
**How long do I have to live? I have to arrange my 
affairs. I have important commitments and I must 
know how to take care of them.” Cushing hesitated 
a moment and told him: ‘Well, from six months to 
a year.”” The man was sitting in a chair at the time, 
he turned white as my coat and slid right down out 
of the chair and on the floor in a complete faint. 
We had to pick him up to get him back to bed. I 
remembered that experience and I decided that I 
would always lie to patients if they asked me (Figure 
3). 

Dr. GrinkER: In contrast to Dr. 
material, the ease of acceptance in people who have 
adequate defenses was brought home to me in my 


Renneker’s 


own family. I had an aunt who was operated on for 
carcinoma of the ovary with metastases, and my 
mother partook in the dissembling of the informa- 
tion over the long period in which she had severe 





abdominal distress. After she died, my mother had 
the same operation. The same condition was dis- 
covered and we used the same technique. Never 
was there any question that arose. I know that Dr. 
Renneker would say that she knew anyway, but 
this is a situation in which relationships were such 
that I think I could have detected the presence of 
any question in her mind. 

I think that the problem is: what kind of patients 
know, and what kind don’t, and how are we going 
to be able to tell? 

Dr. Houienper: I would like to draw some con- 
trasts, getting back specifically to carcinoma of the 
breast. For example, two weeks ago at Cook County 
Hospital I saw a woman who had metastases to the 
spine. Her statement was, “I don’t have what the 
doctors think I have.” There was a complete refusal 
to accept any possibility that she might have cancer. 
The fact is she deferred going to a doctor so long 
that by the time she did get to him she already had 
metastases. 

In contrast, I have been studying women at a 
home for the aged who have had a breast removed. 
The woman who has survived the longest is one 
who had one breast removed twenty-three years 
ago. She was told the diagnosis at the time. A 
second woman, who had a breast removed five years 
ago, demanded to know, and the doctor’s response 
finally to this woman’s insistent demand was: ‘You 
forced me to tell you. Yes, you do have a cancer.” 
This woman has adjusted very well to that informa- 
tion. In the small series that I have seen out there, 
the woman who has made the poorest adjustment ts 
a woman who knows but who denies to herself that 
she had a cancer. 

I would like to add just one further point, I hope 
without complicating the issue, and that is we have 
seen women from the Tumor Clinic who have or 
had cystic mastitis. The ones we have seen have all 
been half convinced that they had cancer. They put 
it this way: “I can’t stand to be in a room where 
the subject of cancer comes up. If it comes up, I 
run out of the room.” Or another one says—and 
this is one who was operated on here a good many 
years ago: “If my condition wasn’t cancer, the 
doctors must be afraid that it will turn into cancer, 


because they have me come back once a year.” 

I mention this to indicate that in the condition 
of the breast we run into something that perhaps 
we do not encounter in cancer in other parts of the 
body. There has been such extensive propaganda 
about examining breasts to look for cancer that 
there is so much more awareness of the meaning of a 


lump than there is of some obscure gastrointestinal 
complaint or of some lesion elsewhere. Perhaps the 
only other part of the body where there is such 
general awareness, and probably not as much. 
would be the skin. 

Dr. SLAUGHTER: Probably not as much. 

Dr. Hoitenper: Skin men as a group, [ think. 
are more inclined to tell the patient because the 
prognosis is so favorable. Of course, I readily admit 
that this is a very different problem when you are 
dealing with a much more destructive type of tumor. 
But I do think, coming back once again, that you 
run into a very special problem with carcinoma of 
the breast in terms of the propaganda that has come 
forth and the general awareness, even among the 
lowest economic levels of our society, that a tumor 
in the breast is immediately suspected of being 
cancer. : 

Dr. Grinxer: Well now, in this patient’s case, I 
would venture to say—of course, nobody can con- 
tradict me because she has cancer—that if her oper- 
ation had disclosed some benign nodule, she still 
would have thought she had cancer. She is oriented 
all the way through to feeling that she has some 
serious suffering problem. To'use a technical word 
if you will excuse it, she is masochistic in her orien- 
tation. She seems to have a certain enjoyment in 
suffering. As a matter of fact, she isn’t quite dis- 
criminating as to whether she has cancer or syphilis, 
as long as it is some serious disease. So I think she 
would have interpreted any result as being malig- 
nant. Therefore, I think that the problem, to re- 
capitulate again, cannot be answered on a statistical 
basis. The analysis of the individual’s own person- 
ality must determine what is the thing to do in light 
of the patient’s personality. 

Dr. Hammonp: I think that Dr. Renneker sug- 
gested that when he intimated that in certain cases 
he would not tell the truth. He categorized those as 
“severely disturbed.” I imagine that he may have 
been referring to just the sort of case described by 
Dr. Hollender—the patient who would not under 
any circumstances accept the possibility of cancer 
and erects very strong defenses against this, per- 
haps to save herself from a severe psychosis or psy- 
chotic depression. Perhaps there is a greater pro- 
portion of the cases with breast cancer who would 
be able to combat their anxiety on a more realistic 
level if they had the opportunity to talk about it. 

Dr. Murr: I think that any doctor would agree 
that, because of the social pressure to tell the truth, 
he wants to tell the truth as often as he can. More- 
over, it enables him to deal more effectively with the 
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Figure 4. The most benign way in which the patient was intro- 


duced to his death. 


patient in cases where there is no malignancy. He 
wants, whenever possible, to tell the truth just as it 
really is to the patient. I think the issue hangs 


? 


around the word “know,” what it is to know, as 


Dr. Hollender said, that you have cancer, because 


it seems to me that it is possible consciously to 
know it and yet, at some other level, not to accept 
it. 

Dr. Stephen Rothman tells a story, for example, 
about a physician whom he was treating, who had a 
malignancy of the face. which was very rapidly ul- 
cerating. Dr. Rothman saw him every second or 
third day through his short course, in order to 
dress the ulcer. The first time he visited him at his 
home, on the way out, the doctor said, “Well, how 
did it look to you today, Dr. Rothman? Didn’t it 
look better than it did in the hospital?” Dr. Roth- 
man was going to tell him the truth and then he 
looked in his face, and as he tells it: “I could see in 
his eyes that he was begging me to tell him that it 
looked better. So I told him that. And every day 
from then on I always told him the ulcer looked a 
little smaller even though he was a physician, he 
knew what he had, and it was quite obvious to 
anyone that it was constantly getting larger.” 

Now, I know of another case which is relevant 
to the one that Dr. Bailey mentioned. This was a 
business man who begged to be told how long he 
had because he needed to settle his financial affairs 
and to take care of his family before he died. When 
he was given a period of from three to six months, 
he not only was greatly relieved, but set about a 
systematic way of working out his life plans for that 
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period of time. In the end he left a certain amount 
of money in his will to the physician with the state- 
ment that this was the most benign way in which 
he could have been handled (Figure 4). 

Dr. Bamey: Dr. Grinker, I would like to ask a 
question of Dr. Slaughter. In these cases of his in 
which he tells the patient that she has a precan- 
cerous lesion, but tells the relatives the truth, do 
the relatives ever ask you, “Now doctor, what atti- 
tude do I take toward the patient?” Do they ask 
your advice as to how to act? 

Dr. StauGHTER: Oh yes, we go over the whole 
thing, rehearse it, and so forth. 

Dr. Bamey: What do you tell them? 

Dr. StauGHTER: We tell them to play it down 
and talk about it as little as possible. We tell the 
husband to play up to his wife’s femininity as much 
as possible. That is something I am amazed hasn’t 
been brought up here. In most patients who have a 
mastectomy, the principle psychological problem 
appears to be the damage to their femininity and not 
the fear of cancer at all. That is something you 
can’t lie out of, because there it is. 

Dr. Taytor: That was brought out in her story. 

Dr. SLauGurer: But it isn’t as much of a problem 
to her. She mentioned that it was lucky that she 
was married, which is quite true. I talk to the hus- 
band—they are usually in the middle-aged group, 
sometimes younger—and explain that his wife is 
going to have or at least may have a depression. I 
indicate that it is his business to send flowers and 
candy a little more often, to take his wife out to 
dinner, to play up to her and to try to bring her 
back to normal relationships as quickly as possible. 

Dr. Bamey: Won't she immediately decide: 
“Well, he is doing this because I am going to die 
and he knows it?” 

Dr. StaucuTer: No, I think the average woman 
accepts what she gets. 

Dr. Hanpter: I had a patient who had to be 
operated on for a breast tumor and whose mother 
had had a breast carcinoma. Her mother, after 
having a breast operation, was told that she had 
something benign. Nothing bothered her until she 
got a local recurrence, and then of course the cat 
was out of the bag. The doctor who operated on 
her apparently still wanted to tell her that it was 
not cancer. She could no longer take his opinion. 
She went to another doctor who told her that this 
was a “malignant lesion” but that these things 
could be treated. The mother was upset for a con- 
siderable period of time, which brings me back to 
what I wanted to ask Dr. Bailey—whether this par- 





ticular man he mentioned recovered from this faint 
and was able to carry on. You just told us part of 
the story. 

Dr. Baney: I do not remember. 

Dr. Hanper: This woman recovered and carried 
on beautifully. Now when the daughter, just this 
past year, noticed a lump in her breast, she went to 
have it looked at. The first doctor she went to was 
extremely jovial and cheerful. “Well”, she said, 
“my mother had something like this, it was cancer, 
and she has had three operations on it.” “Oh,” he 
said, “this is nothing very much, but we will take 
it out anyway and look at it.” She did not go back 
to that man again. She said that very obviously he 
was very worried about the thing, or he didn’t know 
his business, one or the other. She was not going 
to take the chance that either one of them was so. 
So she went to somebody else who was quite serious 
with her. She gave the background story, and he 
said he could not tell what it was but would let her 
know. I do not know to this day because I did not 
check with the surgeon. Since they did not do a 
radical mastectomy I assume it was a benign lesion. 
However, she was prepared to believe this man. 
When he told her it was a benign lesion, she be- 
lieved him. She did not tell her mother until after 
the thing was all over. Her mother said: “Do you 
think you can really believe that doctor?” Her 
mother still has this attitude. The daughter said, 
**Yes, he seems to be the kind of fellow I can trust.” 

Dr. GRINKER: So we have two problems. We have 
to know what kind of people can be told, and we 
have to know what kind of surgeons can tell. 

Dr. RENNEKER: I would like to focus attention 
once more on the fact that we are talking about 
carcinoma of the breast. I think it is misleading to 
bring in things like cancer of the ovaries or of the 
brain. As Dr. Hollender said, this is a very special 
problem. The breast has so much emotional mean- 
ing to the woman, and cancer of the breast has been 
so propagandized by the Cancer Society that people 
know more about the breast, in many ways, than 
they know about a lot of other things. So when a 
lump appears in the breast, the immediate associa- 
tion is that this is cancer or this is probably cancer, 
or “My God, is this cancer?” 

Besides that, people know so well that if that 


breast is removed, chances are that something 
wasn’t quite right. They are not in the same posi- 
tion to deceive themselves as someone whose abdo- 
men has been opened and zipped up again and who 
really does not know what happened. This is, | 
think, an entirely different proposition. 

Because there is this common denominator in 
cancer of the breast, we feel that the initial approach 
to the woman on the first interview should be to say 
right away, when she tells you about finding the 
lump: ‘“‘Well, I suppose you have been worried 
about cancer of the breast?” This gives her an op- 
portunity to begin talking about her feelings con- 
cerning cancer and how anxious she actually is. 
You can be sure she has been thinking about that. 

Dr. StauGHTer: I’m sure they all think about it. 

Dr. RENNEKER: Now, one other point, and that is 
that I believe firmly that it is not a cruel thing to 
tell a woman that she has cancer of the breast. In so 
much of this discussion, it has sounded like this 
woman is going to die—‘‘My God, that is all there 
is to it!” The point is that there is hope connected 
with cancer of the breast, and that has to be re- 
flected in the way you talk about it. 

Dr. Grinxker: I think the point was, however, 
that there are people who won’t believe it even 
though you do tell them that. 

Dr. RENNEKER: If the patient will not believe the 
surgeon, then certainly I think this would be a 
patient who should have a psychiatric consultation. 
I believe that it is so natural to proceed on hope, 
and I don’t believe in taking hope away. That is 
why we get down to the problem of the metastatic 
patient. This deserves a meeting by itself, because 
there you run into some very interesting problems. 

Yet, if you are honest with the patient to begin 
with, when you can give her hope, you establish a 
relationship, which will be very important if she 
goes on to a terminal stage. If she is going to have 
to make an adjustment to the idea of dying, certain- 
ly you could be an important influence in helping 
her by staying with her in the terminal stages. 

Dr. Grinker: Well, there is much to talk about 
concerning cancer, both physically and psychologi- 
cally. We have just covered a little bit of the ground. 


The foregoing material was recorded by the Illinois State 
Psychopathic Institute. 
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Figure 1. Thickening of the dorsal knuckle pad——an early sign. 


Dupuytren’s Contracture 


BY ROBERT J. GILSTON, M.D. 


THE FLAMBOYANT Baron Dupuytren first adequately 
described this deformity in 1831. Earlier observers 
recognized some aspects of its pathogenesis, and 
described surgical remedy. 

Beneath the palmar skin and subcutaneous fat is 
the palmar fascia (aponeurosis). This is a fibrous 
fan, radiating out in longitudinal bands from the 
palmaris longus tendon to insert at the sides of 
digits—usually exclusive of the thumb. Volar fibrous 
septa form neurovascular cradles. 

A firm painless nodule overriding the flexor ten- 
don of the ring finger at the distal palmar crease is a 
harbinger of contraction. Coincident with this idio- 
pathic fibrous proliferation, there is a loss of sub- 
cutaneous fat. Dimpling over the nodule and avas- 
cularity on extension are common. Later, shortened 
longitudinal bands stand taut, and tent the overlying 
skin. Redundancy of the dorsal knuckle folds is an 
early sign. There may be paresthesias and stiffness. 
In the final stage, flexion deformities involve the 
fourth and fifth digits. The distal interphalangeal 


joints are usually spared, the metacarpalphlangeal 


and proximal interphalangeal joints are usually in- 


Figure 2. Fibrous nodules at distal palmar crease in early con- 
tracture. Note involvement of thumb, an unusual finding. 


volved. There is peculiar lack of flexor tendon 
involvement. 

Upwards of 80 per cent of cases are men beyond 
their thirtieth year. It is rare among Negroes and 
orientals. The right hand, usually affected in uni- 
lateral disease, is often first involved in bilateral dis- 
ease. Contractures are rare in the foot, but typical 
nodules occur on the external plantar surface. 

The many references in the literacure to trauma 
as a cause, reflect important medicolegal aspects. It 
is, however, as difficult to implicate acute trauma, as 
it is to exonerate chronic trauma. In either case, 
absolute proof is wanting. Association with other 
diseases is recognized: diabetes mellitus, gout, 
atherosclerosis, epilepsy, Peyronie’s disease (a kind 
of penile opisthotonos), shoulder-hand syndrome, 
rheumatoid arthritis, and ulnar nerve injuries are 
included in this group. A hereditary tendency has 
been established, but beyond the higher male inci- 
dence, there is no clear-cut pattern. 

The course, which is variable, may run thirty 
years without disabling deformity and without 
treatment. When treatment is necessary, surgery 1s 
the choice. In early cases excision of the palmar 
fascia may be limited, but in general, the best func- 
tional results have followed aponeurosectomy. 
Management during the postoperative period should 
incorporate splinting, passive exercise, whirl baths, 
and perhaps steroids. Postoperative complications 
are not rare and include necrotic sloughs, ankylosis, 
cicatricial contracture, and interference with nerv- 
ous or vascular supply. Enthusiasm for Vitamin E, 
cortisone, and ACTH has waned. Ionizing radio- 
therapy and even amputation have been advocated. 

Of greatest importance is prevention. Given 
hereditary predisposition or associated diseases, 
follow-ups with frequent observations should ob- 
tain. Selectively such patients might be tried on 
steroids at the earliest change. Certainly these peo- 
ple should avoid protracted trauma, occupational 
or otherwise. Conversely. patients who show early 
signs of the Dupuytren deformity should be investi- 
gated historically. clinically, and laboratory-wise for 
coronary artery disease, diabetes, and the other 
associated diseases enumerated above. 


Figure 3. Late Dupuytren’s contraction. 
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Evaluation and Use of Anabolic Steroids 


BY GILBERT S. GORDAN, M.D. 


The Endocrine Clinic of the Department uf Medicine, University of California School of Medicine, San Francisco 


THE DISCOVERY that testosterone, the male hor- 
mone, is a potent anabolic agent in man made pos- 
sible its use in a number of conditions where the 
formation of protein tissue is desirable. Sixteen 
years have elapsed since the classic work of Kenyon 
and his colleagues firmly established the anabolic 
property of the hormone. Sufficient clinical experi- 
ence has now been accumulated to permit an evalu- 
ation of the usefulness of this phenomenon in 
practice. 


Clinical Observations of Anabolic Effects 


Webster defines “anabolism” as constructive met- 
abolism. This term is used to indicate the forma- 
tion of tissues in general; whereas the specific 
development of the secondary sexual characteristics 
of the male is described as ‘“tandrogenic.” The 
testosterone compounds are both androgenic and 
anabolic. 

Long before the hormone had been isolated and 
synthesized, its ability to stimulate the formation 
of genital and nongenital tissues had been inferred 
from clinical observation. For example, Sacchi in 
1895 described the case of a 94-year-old boy with 
a testicular tumor; this boy had gone through a 
precocious puberty, had adult genitalia, a full 
beard, and the musculature of a grown man. A 
dozen such cases of interstitial cell tumors of the 
testis have since been reported, in all of which the 
androgenic effects of large amounts of the male 
hormone—genital development, hirsutism, deep 
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voice, and precocious sexual behavior—have been 
combined with massive muscular growth. An identi- 
cal “infant Hercules syndrome” also results from 
certain adrenocortical tumors. 

Similarly, rapid growth and heavy musculature 
are frequent features of female pseudohermaphro- 
ditism, where bilateral hyperplastic adrenal cortices 
form androgens instead of normal corticoids. Both 
conditions, prenatal hyperplasia and acquired adren- 
al cortical tumor, are characterized by the usual 
effects of testosterone-like compounds: clitoridal 
hypertrophy, masculine hirsutism, acne, alopecia, 
as well as rapid growth and heavy musculature—in 
short, both androgenic and anabolic phenomena. 
(In congenital hyperplasia, the prenatal onset of 
the condition is usually signaled by the presence 
of a congenital anomaly, a urogenital sinus.) 

Another example of the anabolic property of 
male hormones is seen in cases of metastasizing 
androgenic tumors of the testis or adrenal cortex 
in adult men. Masson was the first to point out that 
malignant interstitial cell tumors of the testis, 
despite widespread metastases, do not produce 
cachexia. A similar observation was made by Kerr 
and Gordan in the case of a 44-year-old man with 
an androgenic adrenal cortical carcinoma. The pa- 
tient, despite numerous metastases, retained his 
weight and strength during the 64-year course of 
his disease. The lack of cachexia was attributed to 
the presence of large amounts of androgens; 17- 
ketosteroid excretion was 225 mg. per day. He 
finally succumbed from hypertension which ensued 








when the tumor wrapped itself around the right 
renal artery and produced ischemia of one kidney. 

Less flamboyant and more familiar are the puberal 
growth spurts of boys and girls. Until puberty, both 
sexes grow at identical rates, which decline from an 
annual increment of 4.2 inches in the second year 
of life to 1.9 inches in the ninth year. Puberty 
ordinarily begins earlier in girls than in boys and is 
accompanied by a slight spurt in height in the 
tenth and eleventh years, when the girl becomes 
taller, temporarily, than her playfellow. In boys, 
the puberal spurt usually begins in the twelfth year, 
and by the thirteenth and fourteenth years attains 
an average rate of 2.5 inches. This accelerated pace 
is maintained until the boy reaches the age of 16 or 
17; the girl’s puberal spurt, on the other hand, is 
less intense, attaining a rate of 2.3 inches in the 
eleventh and twelfth years, and lasts only two or 
three years. Two known actions of the sex hor- 
mones account for the difference: (1) the greater 
anabolic result from more potent androgens in 
boys, and (2) the earlier epiphyseal fusion produced 
by estrogens, which is not produced by physiologic 
amounts of androgens. The possibility that estro- 
gens may be more effective in turning off the 
pituitary’s release of growth hormone also cannot 


be dismissed. 


Balance Studies of Androgens 


These clinical observations led to studies of the 
anabolic property of androgens by the balance 
study technique. This method consists of the meas- 
urement of the amount of protoplasmic constit- 
uents the subject ingests in a constant diet and the 
amount he excretes in the urine and feces. If he is 
“in balance” or “in equilibrium,” the output of 
nitrogen, phosphorus, potassium, sulfate, and other 
analyzable protoplasmic constituents exactly equals 
the intake. If the output exceeds the intake— 
“negative balance”—tissue loss is inferred. Ad- 


ministration of a potent anabolic agent produces a 
positive balance, i.e., less goes out than is taken in. 

By such studies, Kochakian and Murlin in 1935 
demonstrated that male hormone extracts of human 
urine produced a marked retention of nitrogen in 


the castrate dog. Calculation showed that much 
more nitrogen was retained than could be accounted 
for by the growth of the genital tissues. The studies 
of Kenyon et al. showed that the synthetic steroid, 
testosterone propionate, produced a similar reten- 
tion of nitrogen, phosphorus, and potassium in 
eunuchoid and normal men. In eunuchoid men, 


prolonged administration of any of the effective 
testosterone compounds, notably methyltestoster- 
one by the buccal route or testosterone propionate 
by intramuscular injection, produces a conspicuous 
growth of the muscles (Figures 1 and 2). The bal- 
ance studies of Albright demonstrated that these 
agents cause retention of protoplasmic constituents 
in the proportions in which -they occur in muscle. 
Other studies have shown that they produce an 
actual increase in mass of certain muscles of the 
guinea pig and of the rat. In addition, they cause 
retention of calcium; since almost all of the body’s 
calcium is housed in bone, the formation and calcifi- 
cation of bone is inferred. 

Just how testosterone exerts its anabolic action 
has been a subject of some interest. The similarity 
of the growth produced by this steroid and that 
produced by pituitary growth hormone extracts in 
rats (alas, not in human beings!) suggested that 
the steroid might stimulate the pituitary to secrete 
its anabolic hormone. The clinical observation that 
methyltestosterone exerts full anabolic effects in 
hypopituitary patients and in hypophysectomized 
rats shows clearly that testosterone simulates 
rather than stimulates—the protein-anabolic action 
of the pituitary growth hormone. This consideration 
is of clinical importance in applying the anabolic 
activity of testosterone compounds in hypopitui- 
tarism. 


Other Effects of Testosterone 


Testosterone compounds produce not only an- 
drogenic and anabolic effects, but also act upon 
salt and water metabolism, inhibit the secretion of 
certain anterior pituitary hormones, act upon the 
mammary gland and the central nervous system. 

Like other steroids, testosterone can cause salt 
and water retention. This action is almost always 
undesirable and is produced only by excessive 
dosage. The degree of salt retention obtained is not 
great enough to permit substitution of testosterone 
for the corticoid hormones in the treatment of 
Addison’s disease, although methyltestosterone 
may be of some adjuvant use in this condition be- 
cause of its anabolic effect. Because of the danger 
of anasarca and congestive failure, restriction of 
sodium intake is advisable when large doses of 
testosterone compounds are given to elderly pa- 
tients (e.g., in advanced mammary carcinomatosis), 
especially if cardiovascular disease is suspected. If 
pulmonary edema occurs, mercurial diuretics may 
be required; otherwise withdrawal of the agent and 
restriction of sodium usually suffice. 
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Figure 1. Nineteen-year-old eunuchoid with tiny genitalia, 
bilateral cryptorchidism, scant axillary and pubic hair, eunu- 
choid proportions (height 70.4 in., span 74.6 in., pubis to soles 
38 in.), delayed skeletal age, and increased gonadotrophin 
excretion (positive reaction at 80 m.u.); 17-ketosteroid excretion, 
13.7 mg. a day. A (top, left). Prior to therapy. The dressing 
covers the scar of a recent appendectomy. B (top, right). After 
three and one-half months of treatment with methyltestosterone, 
15 mg. a day sublingually. Note increased muscular and genital 
development. Weight increased by 25.5 pounds and height by 
Ym inch. 


Gynecomastia, an unexpected but frequent and 
annoying complication, results from overdosage of 
testosterone compounds in prepuberal boys. eu- 
nuchs, eunuchoids, hypopituitary men, and, less 
commonly, in old men. I have seen only one in- 
stance of its occurrence during the active reproduc- 
tive years, and in that case, the dose used was 
enormous. Tenderness or induration of the nipples, 
which are early indications of excess dosage, should 
be carefully looked for in all males under testoster- 
one treatment. If the dose is not reduced or the 
hormone withdrawn at the first evidence of mam- 
mary involvement, the condition may go on to the 
development of full-sized female breasts, for which 
the only treatment is simple mastectomy (sparing 
the areolae). Rarely, fluid secretion from the nipples 
occurs in boys treated with methyltestosterone. This 
symptom has the same significance as nipple ten- 
derness or induration; it disappears promptly when 
treatment is stopped. The mechanism of testoster- 
one’s effect upon the maie breast is not known; the 
fact that the hormone is, in part, metabolized to 
estrogens may be the explanation. 

The action of testosterone compounds upon the 
central nervous system is quite predictable. Almost 
all patients given these agents note a feeling of well- 
being. The mood does not progress to a pathologic 
euphoria, such as is sometimes produced by corti- 
sone or corticotrophin (ACTH), and usually the 
feeling of well-being gradually wears off. From a 
clinical standpoint the psychologic effect of the 


Figure 2. Thirty-eight-year-old man whose libido and potentia 
disappeared six months after he had bilateral intrascrotal 
abscesses. Pubic and axillary hair became thin. He complained 
of hot flushes, nervous irritability and inability to concentrate. 
Pituitary gonadotrophin assay was positive at 192 mouse units 
a day (upper limit of normal 52 m.u.); 17-ketosteroid excretion 
was 11.5 mg. per day (normal 10-20 mg.) A (lower left). Shows 
appearance prior to treatment, B (lower right), six months later, 
after administration of methyltestosterone, 20 mg. a day subling- 
ually, for four months, then 15 mg. a day buccally. Note strik- 
ing increase in width of arms and of thighs, together with gain 
of 32 pounds (neither fat nor edema). 
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Figure 3. Balance study in a 40-year-old woman with rheumatoid arthritis. Note retention of nitrogen and gain of weight upon admin- 
istration of methyltestosterone orally and, to a greater extent, when taken sublingually. Note also the lesser anabolic effect of unesterified 
testosterone buccal tablets in two different bases. In this study, methylandrostenediol injected intramuscularly is seen to exert anabolic 
potency equal to that of methyltestosterone taken sublingually. 


agent is important because it, together with the and weight loss. The feeling of well-being is clin- 
ically desirable in treatment of the male climac- 


teric, a rare condition where melancholy and irri- 


anabolic potentiality of the testosterones, may mis- 
lead the physician into the belief that the agent is 


curative for any condition characterized by malaise _tability may be combined with flushes and sweats. 
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Table | 


DOSES OF VARIOUS TESTOSTERONE PREPARATIONS 














Preparation Route Dose 
Methyltestosterone Oral 20-50 mg. a day 
Methyltestosterone Buccal or sublingual 5-20 mg. a day 
Testosterone Propionate Intramuscular 10-25 mg. thrice a week 





Testosterone Cyc tylpropionat: 


P 


Intramuscular 


100-300 mg. once or twice a month 





Preparations and Routes of Administration 


Of the many preparations of the various testoster- 
one compounds which have been put on the mar- 
ket, only four have earned a permanent place in 
clinical practice (Table 1). 

1. Methyltestosterone Sublingual or Buccal Tablets. 
This is the preparation of choice for most pur- 
poses. Full androgenic and anabolic effects are ob- 
tained from the administration of methyltestoster- 
one as buccal or sublingual tablets, obviating the 
more costly and inconvenient intramuscular injec- 
tions previously used. 

Attention must be paid to the testosterone com- 
pound put in the tablet. Unesterified testosterone 
buccal tablets are only half as effective as methyl- 
testosterone (therefore twice as expensive!) and not 
so reliable as methyltestosterone linguets. Tes- 
tosterone propionate administered in buccal tablets 
is all but inert. 

The technique of administration is very simple. 
The tablets are placed under the tongue or between 
the cheek and gum (lower or upper) and allowed to 
dissolve while the patient refrains from eating, 
drinking, or chewing gum. Under these conditions, 
the tablet dissolves in about one-half hour from the 
sublingual position or in three-quarters of an hour 
to two hours from the buccal pouch. Very rare 
indeed is the adult patient who cannot follow these 
instructions; salivation interferes with this program 
only in exceptional cases (I can recall only two in 
the past nine years). As long as the tablet is suf- 
ficiently hard-compressed to disintegrate slowly, 
the base in which the steroid is placed does not in- 
fluence the efficacy of the preparation. 

The methyltestosterone sublingual tablets of 
Ciba (Metandren linguets), Organon (Neo-Hom- 
breol-M), or Schering (Oreton-M buccal tablets) 
are all equally satisfactory (Figure 3). In our exper- 
ience, buccally administered methyltestosterone is 
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as efficacious, milligram for milligram, as intra- 
muscularly injected testosterone propionate. 

2. Methyltestosterone Oral Tablets (Tablets Tritur- 
ate). When swallowed, methyltestosterone is par- 
tially but rapidly inactivated by the liver as the 
steroid is absorbed through the portal circulation. 
Consequently, swallowed methyltestosterone is only 
one-half to one-quarter as effective as sublingually 
administered methyltestosterone. Other testoster- 
one compounds, unesterified testosterone and tes- 
tosterone propionate, are completely inactivated 
when swallowed and are rapidly excreted in the 
urine as 17-ketosteroids (Figure 4). Methyltestos- 
terone is not excreted as a 17-ketosteroid, regard- 
less of the route of administration. 

Oral administration is economically feasible when 
the desired effect can be obtained from minimal 
doses, e.g., in the treatment of young boys and for 
some conditions in women (such as mastodynia 
and premenstrual tension). Where larger doses are 
needed, the expense can be reduced 50 to 75 per 
cent by use of the buccal or sublingual routes. 
Buccal tablets may be used for oral administration, 
but oral tablets disintegrate too rapidly for buccal 
administration. 

A few cases of jaundice have been reported in 
patients who were taking the oral tablets. At pres- 
ent, the evidence that jaundice is to be attributed 
to the agent is not convincing, particularly since 
the jaundice has subsided during continued admin- 
istration of methyltestosterone. In the very large 
number of patients treated with methyltestosterone 
in the Endocrine Clinic of the University of Cali- 
fornia Hospital in the past eleven years, not one 
case of “methyltestosterone jaundice” has been 
seen! 

3. Testosterone Propionate in Oil. Full anabolic 
and androgenic effects can be obtained by the 
intramuscular administration of this agent. It must 
be given frequently—two or three times a week 
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Figure 4. Balance study comparing anabolic effect of various testosterone compounds by different routes. See text for explanation. 


for maintenance of these effects, and its action is 
slowly lost over a period of four to seven days when 
the agent is discontinued. 

There are a few places where the intramuscular 
administration of this ester is preferable to sub- 
lingual or buccal methyltestosterone. I have had 
occasion to give it rarely where an osteoporotic 
patient had to undergo immobilization during a 
surgical procedure. Otherwise, its continued use 
has been neither more effective nor as convenient 
as buccally administered methyltestosterone. 

4. Testosterone Cyclopentylpropionate (Depo-Tes- 
tosterone, Upjohn). When prolonged action of 
testosterone is desired, one can either implant 


pellets of unesterified testosterone every five to 
twelve months or give intramuscular injections of 
testosterone cyclopentylpropionate every fourteen 
to thirty days. In administering testosterone com- 
pounds, the most economical route, milligram for 
milligram, is the implantation of pellets, but this 
procedure has been largely replaced by techniques 
which are simpler and which also permit better 
control of dosage. Prolonged action also results 
from the intramuscular injection of testosterone 
cyclopentylpropionate (Depo-testosterone, Upjohn). 
Full androgenic and anabolic effects can usually be 
produced by giving 100 to 300 mg. intramuscularly 
once or twice a month. 
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Figure 5. Metabolic consequences of hypercalcemia induced by administration of unesterified testosterone to a 60-year-old woman 
with osteolytic metastases from carcinoma of the breast. For interpretation see text. 


This agent, therefore, is well suited for the 
treatment of those patients whose requirements 
are not likely to fluctuate, such as hypogonadal 
men, patients with hypopituitarism, or patients 
with osteoporosis. It probably should not be given 
where serious consequences might necessitate sud- 
den withdrawal of the agent, e.g., to patients with 
osteolytic metastases from carcinoma of the breast, 
in whom the precipitation of hypercalcemia may 
be fatal unless treatment can be stopped promptly. 
In such cases, methyltestosterone administered by 
the buccal route is usually preferred, since it can 
be withdrawn quickly and the adverse effects ter- 
minated. For example, Figure 5 shows the data 
derived from a balance study of a 60-year-old 
woman with carcinoma of the breast and osteolytic 
metastases. (The data are depicted by the method 
of Reifenstein, Albright, and Wells, in which the 
output (hatched areas) is superimposed over the 
intake (clear areas) which is plotted downward 
from the zero line. Where the hatched area towers 
over the zero line, it is apparent that the patient 
is losing the substance in question, whereas if the 
output does not cover the clear area, the patient is 
in positive balance.) This study was designed to 
compare the effect of unesterified testosterone with 
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that of methyltestosterone, each administered in a 
daily dose of 25 mg. sublingually. Fortuitously, the 
balance study was in progress when the patient 
developed hypercalcemia during the course of 
treatment with unesterified testosterone. The blood 
calcium level rose to 17 mg. per 100 cc.; the patient 
became severely nauseated, and her food intake 
fell markedly. Since the agent was given sublin- 
gually, it was possible to withdraw it as soon as 
the condition was recognized (on the fourth day 
of period 4). The blood calcium level returned to 
10.2 mg. within fourteen hours after cessation of 
the drug. Had the agent been given intramuscularly, 
particularly in the form of a long-acting ester, the 
patient might not have recovered so promptly, if 
at all. 


Conditions for Which Anabolic Agents Are Useful 


1. SHORT STATURE IN BOYS 

The age at which puberty begins in boys is, 
like many other dates of biologic phenomena, 
spread over several years, with a median age of 
approximately 12% years. Since the range of ages 
of onset shows a bell-shape distribution, it is com- 
pletely arbitrary to take any one portion of the 








curve as “normal” for the age at which puberty 
must begin; most boys begin to show the puberal 
spurt in height between the ages of 10 and 14, but 
a few begin earlier, and quite a few, later. 

This sober statistic in no way reflects the feelings 
of the youngster who, at 12 or 13, is passed by his 
schoolmates while he awaits a “normal”? puberty 
destined to be delayed until the age of 16 or 17. 
When exposed in the shower-rooms, he is fre- 
quently subject to the unmerciful comments of 
the better developed boys, and even if he escapes 
teasing, he cannot help comparing his inferior 
genital status to that of the other boys. But even 
when completely dressed, he is called “runt” or 
“shorty,” and in most cases either responds by 
becoming pensive and withdrawn or by overcom- 
pensating in true Napoleonic fashion. In either 
case, he is an unhappy boy with abundant reason 
for psychic scars. 

Since both the spurt of height and the genital 
development which characterize puberty are regu- 
larly produced when methyltestosterone is admin- 
istered to boys, this form of treatment has been 
subjected to clinical trial since the testosterone 
compounds first became available. In 1937, Mori- 
card and Bize reported that administration of 
testosterone acetate (the first ester of testosterone 
to be made available) produced acceleration of 
linear growth as well as gratifying sexual develop- 
ment in three retarded boys. Webster and Hoskins 
in 1940 described their results from the treatment 
of eight sexually retarded boys aged 11 to 18 with 
testosterone propionate ; they noted a great acceler- 
ation of the rate of growth. Upon cessation of 
therapy, the rate returned to approximately the 
pretreatment level. There was no evidence of 
hastening of epiphyseal closure in their patients. 
Goldzieher in 1941 also reported growth, as well 
as sexual development, of nine short boys with 
genital retardation. McCullagh and Rossmiller in 
the same year described the case of a boy, aged 
12 years and 8 months, with a dental age of 8 to 9 
years, who grew 3.1 inches in ten months of therapy 
with massive doses of methyltestosterone. Finkler, 
Furst, and Cohn added fifteen cases of children 
treated with testosterone propionate of whom 
thirteen showed an acceleration in rate of growth. 
Finkler and Cohn subsequently reported the treat- 
ment of twenty-one children, of whom seventeen 
showed acceleration of growth beyond the original 
rate. Gordon and Fields also reported the induction 
of linear height and growth of bone with methyltes- 
tosterone. They noted no premature closing of 


the epiphyses, which would have caused premature 
cessation of growth. Deamer in 1948 reported the 
treatment of five short, sexually retarded boys with 
sublingual methyltestosterone. Because of the possi- 
bility that favorable growth response might be 
limited by premature epiphyseal fusion, Deamer 
made careful studies of the skeletal ages of his 
patients. During treatment skeletal maturation 
advanced more rapidly than normal, but in no 
case did the skeletal age exceed the chronological 
age. Browne and his co-workers also reported 
gratifying growth in response to treatment in 
twenty-two males and four females who were under- 
developed sexually and who were shorter than 
average. Browne also obtained a similar result in a 
patient with severe hypothyroidism. In this case 
a more rapid rate of growth was obtained with 
methyltestosterone than with thyroid substance. 
Browne also noted a direct relationship between 
the increment of growth and the degree of retarda- 
tion as reckoned by the discrepancies between the 
chronological and the skeletal age. 

Since 1938, Dr. H. Lisser and I have adminis- 
tered testosterone compounds to 113 short, slender, 
sexually retarded boys who were 11 to 17 years old 
at the onset of treatment. The indications for this 
treatment were a complaint of short stature, borne 
out by comparison of the boy’s height with normal 
standards, such as those of Burgess, plus evidence 
upon examination that the boy had not yet shown 
the androgenic phenomena of puberty (growth of 
the genitalia, deepening of the voice, acne, and 
pubic and axillary hair). If puberty had already 
begun, there was manifestly no need for exogenous 
testosterone compounds. The first of these boys 
received testosterone propionate injections; later, 
methyltestosterone was given by mouth, and subse- 
quently, was either swallowed or taken sublingually. 
In those cases where 10 mg. of swallowed methyl- 
testosterone a day does not produce optimal effects, 
the agent is given sublingually; in all such cases, 
a more rapid rate of growth has been obtained by 
this route of administration. 

The details of this treatment have been reported 
elsewhere. Briefly, the dose is best gauged by the 
number of erections produced. When testosterone 
is administered to male subjects who lack it 
eunuchs, eunuchoids, hypopituitary men, or pre- 
puberal boys—erections promptly ensue. Overdoses 
cause priapism. The dose of sublingually or buc- 
cally administered methyltestosterone ranges from 
5 to 20 mg. a day. 


We have found it important to examine carefully 
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the nipples of treated boys. Nipple tenderness or 
induration indicates overdosage, but promptly re- 
cedes when the dose is reduced. Early in the course 
of this study, gynecomastia was induced in three 
boys. Subsequently, this complication has been 


avoided by reduction of dosage or withdrawal of 


the agent at the first sign of tenderness or indura- 
tion of the nipples. 

In contrast to the unpredicted but real hazard of 
gynecomastia, the theoretical dangers of precocious 
epiphyseal fusion and impaired spermatogenesis 
have not appeared in our series. In no case has 
methyltestosterone, in the moderate doses we have 
employed, produced acceleration of the skeletal age 
beyond the chronological age. Several of the boys 
who were among the first treated and therefore 
have since attained sufficient age, have married 
and their fertility has been normal. In several 
others, sperm counts have been found to be normal. 

The results of this treatment have been highly 
gratifying to patient, parent, and physician. With- 
out exception, all 113 boys have shown a prompt 
spurt of growth, averaging 3.8 inches for the first 
year of treatment (compared with the normal pu- 
beral spurt of 2.47 inches). The weight gained dur- 
ing the same period has averaged 17.7 lbs. and, as 
can be seen in Figure 6, consists of increased skele- 
tal and muscular mass. Thus, while the chances are 
that most of these boys would eventually have at- 
tained good height and sexual development, the 
treatment resulted in the induction of a puberal 
spurt at the crucial time. In many cases, the treat- 
ment could be discontinued after a spurt had been 
initiated without a decrease of the accelerated rate 
of growth; in others, a decline in rate necessitated 
resumption of therapy (Figures 7 and 8). Whether 
the final height achieved differs from that which 
would have been attained without treatment can- 
not yet be stated with certainty. Dr. Nancy Bayley 
is comparing achieved heights with those predicted 
from an equally retarded but untreated group. 
While the study is not yet complete, it is already 
apparent that no loss of final height has resulted 
from the treatment. 

In addition to the anabolic effects of methyl- 
testosterone, the treated boys have shown the full 
androgenic effects of the agent: erections, growth of 
genitalia, pubic, axillary and facial hair, acne, deep- 
ening of the voice—in other words, a normal male 
puberty. In boys who are short and sexually re- 
tarded, these evidences of maleness are welcome. 

In contrast, the short girl usually cannot be made 
to grow without also becoming masculinized. While 
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Figure 6. Typical result of methyltestosterone therapy for short 
stature and genital retardation, 


some of the androgenic effects subside upon dis- 
continuance of therapy, deep voice and hirsutism 
are apt to persist. Consequently, this type of ther- 
apy is usually not satisfactory for the treatment of 
the short girl. 

Addition of estrogen to androgens does not pre- 
vent the masculinizing phenomena, and where 
growth is desired estrogens are positively contra- 
indicated, since they, unlike androgens (in physio- 
logic doses), cause rapid epiphyseal fusion. 





Figure 7. Growth chart (Burgess) showing induction of growth 
by administration of methyltestosterone to a short, slender, sex- 
ually retarded boy. Note continuation of growth after with- 
drawal of therapy. 


For these reasons, investigators have long sought 
a compound with the growth-stimulating effect of 
the male hormone, but without its virilizing pro- 
pensity. Of a number of promising agents identified 
by various pharmacologic screening procedures, 
only methylandrostenediol has been given extensive 
clinical trial for the production of growth. The data 
thus far indicate that methylandrostenediol is ap- 
proximately half as anabolic as methyltestosterone 
but considerably less androgenic. However, it is not 
devoid of androgenicity, and this effect is most 
likely to appear when the agent is given to the 
prepuberal child. Consequently, only a minority 
(perhaps 25 per cent) of girls treated with methyl- 
androstenediol are able to obtain growth without 
masculinization. 

For those cases where the agent is useful, it 
should be recalled that methylandrostenediol is 


fully effective when given buccally, but there is thus 
far no convincing evidence of any useful effect when 
it is swallowed. It can be given intramuscularly, but 
this route is usually inadvisable since the agent is 
highly insoluble and its effects persist for unusually 
long periods of time after injection. Consequently, 
when masculinization does appear, termination of 
this undesirable effect is not easily obtained by 
cessation of treatment if the agent has been in- 
jected intramuscularly. 


2. POSTMENOPAUSAL OSTEOPOROSIS 


In addition to their ability to promote skeletal 
and muscular growth, the anabolic steroids are of 
great clinical value for their property of stimulating 
the formation of bone matrix. Practically, this effect 
is produced equally well by the administration of 
androgens or of estrogens. Consequently, in the 
majority of cases of postmenopausal osteoporosis, 
estrogens are the agents of choice. While balance 
studies show some additive effect from the joint 
administration of estrogens and androgens, the 
clinical response from the use of estrogens alone is 
usually entirely satisfactory. 

In some cases androgens are preferable, when 
estrogens are contraindicated because of the pres- 
ence of a submucosal fibroid, endometrial polyps, 
carcinoma of the cervix or endometrium, or for such 
forensic reasons as a personal or familial history of 
carcinoma of the breast. In the majority of women 
treated with androgens for osteoporosis, the dose 


required also produces a number of undesirable 


symptoms: hoarseness, acne, hirsutism, alopecia, 
and sometimes an annoying return of libido. It is 
for these patients that the “low-voltage androgens,” 
particularly methylandrostenediol, have been in- 
troduced. 

The Meaning of Osteoporosis. Satisfactory clinical 
results depend entirely upon accurate diagnosis. 
The greatest pitfall is the uncritical acceptance of a 
radiologic diagnosis of “osteoporosis.” Unfortunate- 
ly, the term is often used loosely by roentgenologists 
to indicate any condition in which the bones are 
radiolucent. The physician must separate out, on 
clinical and laboratory evidence, those patients 
whose bones are radiolucent because of osteo- 
malacia, multiple myeloma, carcinomatosis, hyper- 
parathyroidism, and those whose osteoporosis is 
not the result of a simple hormonal deficit but a 
complication of Cushing’s syndrome, thyrotoxi- 
cosis, fragilitas ossium, or the osteoporosis of dis- 
use. 

This differential diagnosis requires a brief con- 
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sideration of the defect responsible for postmeno- 
pausal osteoporosis. It will be recalled that bone is 
protein tissue which has been made rigid by im- 
pregnation with calcium and phosphorus. Conse- 
quently, disorders of protein metabolism or of 
mineral metabolism result in specific disorders of 
bone. 

Osteoporosis is a condition in which there is 
too little bone either because of insufficient forma- 
tion or excessive destruction of matrix. 

At present, only two factors have been identified 
which stimulate the osteoblasts to lay down matrix: 
(1) the normal stress-and-strain of muscular exer- 
cise, and (2) the sex hormones—the estrogens and 
the androgens. Therefore, osteoporosis may result 
from local or generalized inactivity (osteoporosis of 
disuse) or from deficiency of the sex hormones. 

It is probable that many cases of so-called senile 
osteoporosis are in fact examples of hormonal de- 
ficiency. This probability is based largely upon the 
observation that osteoporosis is fully as charac- 
teristic of congenital hypoestrinism (i.e., ovarian 
agenesis) as of the postmenopausal state. Similarly, 
eunuchoidism or hypopituitarism may be accom- 
panied by severe osteoporosis. Malnutrition may 
also play a role, for both protein and vitamin C 
are known to be essential for the formation of bone 
matrix. It is therefore desirable to insure an ade- 
quate intake of these factors when treating osteo- 
porosis. 

Excessive breakdown of matrix, such as one sees 
in most cases of Cushing’s disease (bilateral adrenal 
cortical hyperplasia) or Cushing’s syndrome (adre- 
nal cortical tumor), and occasionally in thyrotoxi- 
cosis, may result in a much more widespread 
osteoporosis than is usually seen in the postmeno- 
pausal state. 

In ordinary postmenopausal osteoporosis, the 
recognizable roentgen evidence of skeletal involve- 
ment is usually restricted to the vertebrae of the 
lumbar and lower thoracic spine. In adrenal corti- 
cal overfunction, the skull, long bones, and ribs 
also are frequently involved. 

Diagnosis of Osteoporosis. The patient with osteo- 
porosis usually comes to the physician because of 
a complaint of backache. Occasionally, the disease 
is recognized because of roentgen evidence of 
vertebral radiolucency and fractures in the absence 
of symptoms. Comparison of the patient’s height 
with her alleged previous height may show a loss 
of one to four inches, partly accounted for by 
kyphosis and partly by fractures. Loss of one or two 
inches of height, however, is not reliable, since many 
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Figure 8. Growth chart (Burgess) showing induction of growth 
by administration of methyltestosterone to a short, slender, 
sexually retarded boy. Note decline in rate of growth upon with- 
drawal of therapy and resumption of more rapid rate upon 
reinstitution of therapy. 


persons without osteoporosis believe themselves to 
be this much taller than they are. Radicular pain is 
not common in patients with osteoporosis, even in 
the presence of vertebral fractures, and this com- 
plaint should make one consider strongly the al- 
ternative diagnosis of degenerative joint disease 
(“osteoarthritis”), particularly if Heberden’s nodes 
are prominent. (The co-existence of the two condi- 
tions is not common nor the differential diagnosis 
difficult in most cases.) 

At this point, the physician seeks evidence that 
may indicate that the patient is a candidate for 
osteoporosis. History of a natural menopause of 
more than ten years’ duration, or of a surgical or 
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x-ray-induced menopause of more than three years’ 
makes the patient a candidate for postmenopausal 
osteoporosis. Prolonged recumbency may suggest 
osteoporosis of disuse, and may precipitate post- 
menopausal osteoporosis in as little as three years 
after a spontaneous menopause. Evidence of thy- 
rotoxicosis or Cushing’s syndrome can usually be 
evaluated on clinical grounds alone, although some 
cases of thyrotoxicosis in the aged may be suffi- 
ciently atypical to demand “‘a high index of suspi- 
cion.” 

On the other hand, a history of steatorrhea sug- 
gests that the skeletal lesion is not osteoporosis at 
all, but osteomalacia. 

An essential for the diagnosis is demonstration 
of radiolucency of the vertebrae, usually best seen 
in the lumbar spine. In osteoporosis, the trabeculae 
are the most rapidly mobilized, so that the cortical 
plates of the vertebrae may actually appear denser 
than normal by contrast. Other generalized skeletal 
diseases which cause radiolucency of the vertebrae— 
hyperparathyroidism and osteomalacia—are apt to 
cause greater loss of cortical than of trabecular 
structure. 

Roentgen diagnosis alone, however, is not de- 
pendable, even when the picture is almost pathogno- 
monic. The roentgen picture of osteoporosis may 
be reproduced exactly by the diffuse form of multi- 
ple myeloma, hyperparathyroidism, osteomalacia, 
carcinomatosis (especially arising from the breast), 
or any of these may co-exist with osteoporosis. It 
is therefore necessary to exclude all of these condi- 
tions before one can predict the result of hormonal 
therapy. 

Probably the most practical way to rule out these 
conditions is the response to steroid therapy. In 
postmenopausal osteoporosis, but in none of the 
other conditions which resemble it, the response to 
moderate doses of estrogens or of androgens is as 
regular as the response of myxedema to thyroid 
substance. 

Failure of response to steroids makes it impera- 
tive to proceed with the chemical and hematologic 
studies needed for diagnosis of the conditions of 
differential importance. 

Response to steroids is subject to, the criticism 
that relief of pain is entirely subjective. In many 
cases, the response also can be made objective by 
measuring the calcium excretion in the urine. This 
need not be a formidable procedure; the simple 
Sulkowitch test suffices. If the patient omits milk 
and cheese from his diet for three or four days and 
has not taken large doses of vitamin D recently, 
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rapid breakdown of bone is retlected by an increased 
amount of calcium in the urine. Thus, when one 
adds the first few drops of the Sulkowitch reagent 
to approximately 5 cc. of the first voided morning 
urine in a clear test tube, a heavy cloud appears at 
once. If the cloud appears only twenty seconds or 
more after the addition of 2 cc. of the reagent, the 
calcium excretion is not excessive. Early in the 
course of osteoporosis, hypercalcuria is present; 
later, when the trabeculae are exhausted, the reac- 
tion may be an absolute zero (no cloud formed in 
two minutes). 

In approximately two-thirds of cases, hyper- 
calcuria is present, and may be used as an indi- 
cator of skeletal breakdown. In these cases, the 
administration of an effective dose of estrogen or 
androgen results in conversion of a 4-plus reaction 
to a negative reaction, usually within two weeks. 
The chemical evidence of control is objective and 
often precedes the subjective relief of pain and 
invalidism. It is also useful in determining the 
minimal effective dose of the agent for the in- 
dividual patient. By this means, one can often 
determine whether control is effected by a dose of 
estrogen which does not cause withdrawal bleeding 
or a dose of androgen which will not cause mas- 
culinization or annoying increase of libido. 

Treatment with Estrogen. Usually, the effective 
dose of estrogen which controls pain and hypercal- 
curia falls within the range ordinarily used for the 
treatment of the menopause, e.g., Premarin 1.25 
mg. (range 0.6 to 2.5 mg.), or ethinyl estradiol 0.05 
mg. (range 0.02 to 0.1 mg.), or stilbestrol 1.0 mg. 
(range 0.5 to 2.0 mg.) daily. When estrogens are 
given, the dose should be interrupted periodically 
to avoid cumulative effects upon the endometrium 
and breast, e.g., for five to ten days every twenty to 
forty days. 

If the uterus is present, the patient should be 
advised that she may have “‘a period” during the 
days off treatment. A calendar should be kept to 
insure that bleeding always occurs “according-to- 
plan.” If bleeding occurs at other times, it is ad- 
visable to search for local causes of vaginal bleed- 
ing, e.g., polyp or tumor of the cervix or endo- 
metrium. In such cases, endometrial biopsy is 
usually necessary. 

It is also my practice to check the condition 
of breasts and pelvis and to obtain vaginal smears 
for cytologic examination semi-annually in all 
women who are taking estrogens. 

Treatment with Androgen. Androgens may also 
be used effectively for the treatment of post-meno- 


GP © Volume X, Number 3 











pausal osteoporosis in those cases where estrogens 
are contraindicated for the reasons noted above. 
Methyltestosterone linguets, 5 to 10 mg: a day sub- 
lingually, usually suffice. Rarely, intramuscular in- 
jections of testosterone cyclopentylpropionate, 100 
mg. once a month, may be preferred. Since many 
women will show androgenic effects from these 
doses (hoarseness, hirsutism, acne, alopecia, and 
increased libido), methylandrostenediol is often 
more satisfactory. It is usually effective in doses of 
20 to 50 mg. a day as buccal tablets. It does not 
produce severe hirsutism in adults; in the doses 
recommended it may result in growth of some 
mustache hairs after many months of treatment. 

In the treatment of osteoporosis in elderly men 
—a far less frequent problem than postmenopausal 
osteoporosis—androgens are preferred to estro- 
gens for obvious reasons. Usually fairly large doses 
are necessary, e.g., 40 mg. of methyltestosterone a 
day buccally. In some cases, cyclic addition of small 
doses of estrogens, e.g., ethinyl estradiol, 0.02 mg. 
a day, is needed to obtain optimal control of pain 
and calcuria. Cycles of three weeks on therapy 
and one week off may be tried, with the time inter- 
vals adjusted to avoid mastodynia. 

Ancillary orthopedic measures may be useful in 
many cases of osteoporosis; these usually consist 
of nonimmobilizing forms of support, such as 
Camp corsets or Castex jackets, and Goldthwait 
exercises. Braces are often not tolerated well until 
after the pain has been controlled by the adminis- 
tration of estrogens or androgens. 

Differential Diagnosis. If pain and hypercalcuria 
are not controlled in three weeks of hormonal 
therapy, the physician must consider the possibility 
of alternative diagnoses: osteomalacia, combined 
osteoporosis and osteomalacia, multiple myeloma, 
and hyperparathyroid bone disease. 

Osteomalacia and hyperparathyroidism are diag- 
nosed by abnormal blood levels of calcium, phos- 
phorus, and alkaline phosphatase. In osteomalacia, 
the serum phosphate level is low, the alkaline 
phosphatase level is high, while the serum calcium 
content may be either low or normal. In hyper- 
parathyroid bone disease, the serum calcium level 
is elevated, the phosphorus depressed, and the 
alkaline phosphatase level increased. These con- 
trast with the situation in osteoporosis, which is 
not primarily a disturbance in calcium metabolism, 
hence has no abnormality of any of these blood 
levels. 

Rarely, osteoporosis and osteomalacia co-exist. 
In six such cases of mine, the roentgen. findings 
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were those of osteoporosis and the serum phos- 
phorus level was depressed; the alkaline phospha- 
tase level, however, was not increased, presumably 
because the osteoblasts are incapable of reacting to 
increased stresses and strains in the absence of 
sex hormones. In this unusual condition, the diag- 
nosis is first recognized because the patient with a 
presumptive diagnosis of postmenopausal osteo- 
porosis fails to respond to treatment with estro- 
gens or androgens alone. The low serum phos- 
phorus level indicates the reason for failure, and 
addition of vitamin D to steroid therapy very slow- 
ly produces relief. The dose of vitamin D is gradu- 
ally increased until the Sulkowitch reaction be- 
comes | or 2 plus, carefully avoiding hypercalcuria. 
A dose of 50,000 to 150,000 units a day may be 
required. This condition does not respond dra- 
matically to therapy as does osteoporosis or osteo- 
malacia alone. These are probably the cases re- 
sponsible for the objections which have been raised 
to the generalization that osteoporosis responds 
dramatically to the simple administration of estro- 
gens or androgens alone. A further objection to 
this generalization is the fact that the roentgen 
abnormalities of osteoporosis do not disappear 
when the condition is treated adequately. This is 
only mildly disconcerting, however, since the 
clinical response is so satisfactory! 

Continuing the differential diagnosis, multiple 
myeloma may exactly simulate osteoporosis, except 
for failure to respond to hormonal treatment. The 
shorter duration of the disease, particularly in a 
premenopausal patient, especially if combined with 
anemia, hyperproteinemia, hyperglobulinemia, and 
Bence Jones proteinuria, may point to the correct 
diagnosis. As in other neoplastic diseases, the final 
diagnosis is histologic and, in this case, requires a 
biopsy of sternal or iliac bone marrow. (The verte- 
brae should probably not be biopsied because of 
the risk of fracture.) 

Like myeloma, carcinomatosis may cause a 
vertebral fracture without other obvious roentgen 
changes, and the diagnosis of osteoporosis must 
be considered. Time solves this problem; car- 
cinomatosis is not controlled by the administration 
of moderate doses of estrogens or androgens. A 
rise of the serum alkaline phosphatase level follow- 
ing administration of either hormone strongly sug- 
gests the possibility of carcinomatosis. 

Prognosis in Treated Osteoporosis. For the patient 
whose diagnosis is postmenopausal or senile osteo- 
porosis, the prognosis for life and comfort is good. 
Hormonal therapy is probably needed for life; at 








least, in those originally hypercalcuric cases where 
treatment has been withdrawn, hypercalcuria has 
returned. From this observation, it appears that 
skeletal breakdown is held in abeyance only as long 
as anabolic agents are administered. The patient 
should avoid lifting heavy weights, but otherwise 
need not be restricted. Once the dose of hormone 
is determined, no dietary limitations are necessary. 
If immobilization is enjoined by a surgical proce- 
dure, an adequate fluid intake and continuation of 
steroids, by injection if need be, is indicated. Other- 
wise, a normal life is possible for patients with 
osteoporosis once hormonal control is induced. 


3. CUSHING’S DISEASE MEDICAMENTOSA 


In the past five years, a number of conditions 
have been found to respond to the administration 
of large doses of cortisone or corticotrophin 
(ACTH). These agents produce all the clinical and 
chemical phenomena of Cushing’s syndrome, in- 
cluding osteoporosis. Attempts have been made to 
avoid the complications of adrenal cortical therapy 
by reduction of dosage and by topical administra- 
tion of the agents. For certain conditions, however, 
it is still necessary to give large doses of cortisone 
or corticotrophin to attain the desired effects. 

For example, in the treatment of rheumatoid 
arthritis, disseminated lupus erythematosus and re- 
lated collagen disorders, it is sometimes necessary 
to give cortisone in daily doses of 100 mg. or more. 
Administration of these doses usually results in a 
prompt hypercalcuria, foreshadowing osteoporosis. 
We have found it possible to reverse this by use of 
estrogens or androgens in the doses recommended 
ior tue treatment of osteoporosis. It seems reason- 
able that control of calcuria means forestalling of 
vertebral fracture. 

Anabolic agents do not, however, interfere with 
the other actions of the adrenal steroids: antirheu- 
matic, diabetogenic, salt-retaining, or the produc- 
tion of moon-face or other fat deposits. Their ef- 
ficacy in reversing the catabolic action of these 
agents will probably make this indication the most 
important future use for anabolic agents. 


4. PAGET’S DISEASE OF BONE 


Like osteoporosis, Paget’s disease of bone is 
fundamentally a destructive condition, but unlike 
osteoporosis, the osteolytic process is in part com- 
pensated by osteoblastic stimulation and over- 
growth. The importance of the compensatory osteo- 
blastic stimulation has been emphasized by the 
studies of Reifenstein and Albright, who pointed 


out that loss of the normal stress-and-strain stimu- 
lus to osteoblasts by immobilization of the patient 
with Paget’s disease results in rapid breakdown of 
bone with hypercalcuria, hypercalcemia, and even 
death. 

Because osteoblasts can normally be stimulated 
not only by physiologic stress-and-strain but also by 
sex hormones, we have administered estrogens, 
androgens, or methylandrostenediol to sixty pa- 
tients with Paget’s disease of bone. Fifty-four of 
these (90 per cent) had hypercalcuria, indicating 
active breakdown of bone. Twenty-three had pain 
in the involved bones, sometimes dull and throb- 
bing, but often severe and incapacitating. 

Administration of methyltestosterone in doses of 
10 to 40 mg. a day buccally to men taking low cal- 
cium diets completely abolished pain and calcuria; 
the Sulkowitch reactions changed from 3 or 4 plus 
to zero. Two men who had been prevented from 
working because of severe pain in involved portions 
of the skull were completely relieved and were able 
to return to work. In one man, induration of one 
nipple necessitated cessation of methyltestosterone 
therapy; hypercalcuria returned but was promptly 
dispelled by buccal administration of 20 mg. of 
methylandrostenediol a day. 

For women, we prefer estrogens in the doses rec- 
ommended for the treatment of osteoporosis. 
Estrogen-androgen mixtures, administered in cy- 
cles of three weeks on and one week off treatment, 
have also been satisfactory (Premarin, 0.6 mg., plus 
methyltestosterone, 5 mg.; or stilbestrol, 0.25 mg.. 
plus methyltestosterone, 5 mg.). Methylandro- 
stenediol, 20 to 50 mg. a day, has produced similar 
results. 

Certain auxiliary measures are occasionally nec- 
essary: long-leg braces for alarming bowing of the 
tibia and, exceptionally, x-ray therapy for control 
of pain if it is not completely relieved by steroid 
therapy. The acute pain of infractions requires no 
treatment; it subsides spontaneously in ten to four- 
teen days. Failure of the pain and hypercalcuria to 
disappear within three weeks after institution of 
hormonal treatment strongly suggests that another 
cause for the pain may be present. In two such 
cases, osteogenic sarcoma was found. In three oth- 
ers, the pain did not arise from the involved bone, 
but from mechanical deformities (incident to the 
bowing) in an adjacent knee or hip. 

Unlike osteoporosis, withdrawal of hormonal 
treatment does not always result in return of pain 
or calcuria. In three cases, originally characterized 
by severe pain and hypercalcuria, control was ef- 
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fected by administration of steroids in the doses 
listed above, and a year later remained in abeyance 
despite withdrawal of the agent. These three pa- 
tients have been followed for three or more years 
since cessation of treatment and remain free of pain 
and hypercalcuria. 

From this experience, it appears that anabolic 
steroids are useful in the treatment of Paget’s dis- 
ease of bone. The control of pain, a subjective 
criterion, is confirmed by control of hypercalcuria, 
an objective one. At present, it appears that the 
only indications for treatment of Paget’s disease 
with anabolic steroids are pain and hypercalcuria. 


5. ADVANCED MAMMARY CARCINOMATOSIS 


The mechanism of action of hormones in ameli- 
orating advanced, inoperable carcinoma of the 
breast is unknown. Homburger et al. have pointed 
out that the effective agents are the anabolic hor- 
mones, 1e., estrogens, androgens, methylandro- 
stenediol, and androstanolone, despite wide di- 
vergence in potency or direction of their genital 
actions. For this reason, as well as to indicate the 
possibility of obtaining satisfactory clinical results 
without resorting to injections, a brief summary of 
hormonal treatment of mammary carcinomatosis is 
reviewed here. 

Estrogens are usually reserved for patients five or 
more years past the menopause; in younger women 
they may cause exacerbations in 20 per cent of 
treated cases. In general, estrogens are more effec- 
tive in soft tissue metastases than in skeletal ones. 
Large doses are necessary, e.g., stilbestrol 40 mg. a 
day, or ethinyl estradiol 2.0 mg. a day. My prefer- 
ence is for cyclical administration using periods of 
forty days on and ten days off medication in order 
to avoid cumulative effects upon endometrium and 
breast. 

Androgens may be used at any age and may be 
given continuously. They seem to be most effective 
for skeletal metastases, although they are highly 
effective in certain soft tissue lesions, notably 
pleural metastases. As with estrogens, large doses 
are necessary, 40 mg. of methyltestosterone a day 
by the buccal route, or 100 mg. of testosterone pro- 
pionate intramuscularly three times a week. Be- 
cause of the dangers of edema and hypercalcemia, 
my preference is for the buccal administration of 
methyltestosterone. 

The question of when the agents should be ad- 
ministered requires some explanation. No hormonal 
agent or procedure—castration, hypophysectomy, 
or adrenalectomy—can be expected to sterilize the 
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patient of cancer. Consequently, it is best to use the 
simplest procedure first, and then not until symp- 
toms demand treatment. When palliation produced 
by one procedure wears off, it is still possible to 
obtain good results, either by cessation of that par- 
ticular treatment or by institution of another pro- 
cedure. Thus, by stringing out procedures, first 
surgical, then radiotherapeutic, then, say, estro- 
gens, methylandrostenediol, and androgens, one 
may obtain prolonged palliation and indeed in- 
creased longevity. There is no present therapeutic 
justification for adrenalectomy or hypophysectomy 
until all simpler measures have been exhausted. 


6. DEBILITATING CONDITIONS 


As indicated in Figures 3 and 4, it is possible to 
induce gain of weight in patients with rheumatoid 
arthritis or similar debilitating conditions by the 
administration of testosterone compounds. It is by 
no means established that increase of weight is of 
therapeutic value in combating the underlying dis- 
ease. Nonetheless, in certain conditions where it is 
difficult to achieve weight gain, the administration 
of testosterone compounds may be beneficial. 

For example, Cohen et al. found testosterone 
propionate useful in producing increase of weight 
in patients with pulmonary tuberculosis. Cooper et 
al. also used this compound as a “nitrogen-sparing 
agent” after spinal cord injury. Reifenstein found 
that he could reverse the negative nitrogen balance 
of Graves’ disease by use of various testosterone 
compounds. How useful these considerations are in 
actual practice is not established. In Graves’ dis- 
ease, for instance, modern methods of treatment are 
so rapidly efficacious that anabolic agents are now 
only of historic interest. 

In experiments on animals, it has been shown 
that testosterone rapidly reverses the nitrogen loss 
that occurs in burns, fractures, and other surgical or 
traumatic experiences. It is most difficult to evalu- 
ate similar experience in human subjects, and it 
cannot be said that convincing evidence of the clin- 
ical value of anabolic agents in any surgical condi- 
tion has yet been adduced. The most careful investi- 
gator cannot be sure that he is not projecting his 
wishful intentions into evaluation of results when he 
administers these agents to surgical patients. The 
great number of variables inherent in the proced- 
ures involved, plus the well-being conferred upon 
the patient by the steroid, makes it difficult to 
ascertain that any change observed is to be attrib- 
uted to the anabolic property of the agent. Nonethe- 
less, as long as patients report that they feel better, 





heal their wounds or fractures, and regain weight, 
reports of the usefulness of anabolic agents for these 
conditions are to be expected. 

Several reports of carefully controlled studies 
have suggested that methyltestosterone might have 
a place in the treatment of premature infants. More 
recent studies have cast doubt upon these conclu- 
sions. Final evaluation of this indication for ana- 
bolic therapy is therefore not possible. 

Finally, a number of patients present themselves 
to the physician because they are embarrassed by 
leanness. Often they come of lean families, have no 
debilitating disease, and astonish the physician by 
their immense caloric intake. Some are disturbed 
about their skinniness to the point of neurosis. I 
have not hesitated to try the effect of methyltestos- 
terone upon these patients for its anabolic effects. 
The results have been highly gratifying. Only one 
contraindication exists to this type of therapy: 
carcinoma of the prostate. If no prostatic nodule is 
palpable, anabolic therapy may be continued as long 
as desired. 


Summary 


The testosterone compounds are anabolic as well 
as androgenic. Estrogens are anabolic for bone 
matrix formation. Either type of hormone is useful 
in the treatment of osteoporosis, Paget’s disease of 
bone, and for prevention of vertebral fractures 





resulting from the administration of large doses of 
cortisone or corticotrophin. In addition, methyl- 
testosterone is useful in bringing about a puberal 
spurt in growth and genital development in short, 
slender, sexually retarded boys. 

The search for a compound which exerts the 
growth effects of methyltestosterone without its 
masculinizing effect is still in progress. Thus far, 
only methylandrostenediol and _nortestosterone 
have been sufficiently promising to receive wide 
clinical evaluation. Both compounds are anabolic 
and weakly androgenic. 

The anabolic agents are useful in palliation of 
advanced cancer of the breast, and by judicious use 
may lengthen and make more comfortable the life 
of many patients. The use of these compounds in 
many other conditions, such as wound healing, 
burns, skeletal fractures, and senile debilitation 
awaits critical clinical evaluation. 


Grateful acknowledgment is made to Ayerst Laboratories, Inc., 
New York, Ciba Pharmaceutical Products, Inc., Summit, New 
Jersey, Organon, Inc., Orange, New Jersey, and The Upjohn 
Company, Kalamazoo, Michigan, for the generous support which 
made these studies possible. I also wish to thank Dr. M. B. 
Shimkin for the use of the facilities of the Laboratory of Experi- 
mental Oncology and his staff for faithful and competent 
assistance in the performance of the balance studies. The 
chemical analyses were supervised by the late Nellie B. Halliday. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 





NUMBER ONE IN A SERIES 


Briefs in Psychotherapy 


BY JOHN R. CAVANAGH, M.D. 


Do not act until you have a reason for acting. Too 
frequently the acuteness of a situation pressures 
us into action which later proves to have been 
injudicious. Be very reluctant to give advice but, 
above all, do not give any advice until all aspects 
of the situation are understood. Be sure that what 
you are advising the patient to do is not a projec- 
tion of your own needs. 

Do not lightly advise trips away from home, 
separations, sexual outlets, and other major activi- 
ties in the life of the patient until a thorough inves- 
tigation has been made. Then it is usually best 
to let the patient make his own decisions. Never 
advise anything against the basic moral code. 
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Cips from Other Journals 


Intramuscular Administration of Oxytetracycline 


BRANNICK and co-workers at the Mayo Clinic eval- 
uated a preparation of oxytetracycline for intra- 
muscular injection (Intramuscular Terramycin). 
Blood levels were adequate, and the drug was 
effective in cases in which a parenteral agent was 
needed. Acute intra-abdominal catastrophes were 
thought to be a special indication for use of this 
preparation. Local reactions to injections were un- 
common. Some patients developed looseness of the 
stools, nausea and vomiting occurred in 2 or 3 
per cent of cases, and there was an occasional 
instance of drug fever. (Proc. Staff Meet. Mayo 
Clin., 29:183, 1954.) 


Clamping of Umbilical Cord 


In HIS study of various methods of clamping of the 
umbilical cord, Colozzi showed that the infant re- 
ceives the most voluminous “transfusion” of placen- 
tal blood with the following method: 

1. Place infant on a table below the level of the 
placenta. 

2. Strip umbilical cord slowly and methodically 
from vulva to umbilicus (four to eight times). 

3. Clamp cord when no longer distended with 
blood. 

The author noted that this acquisition of blood 
from the placenta is relatively unimportant in the 
normal healthy newborn. However, he added, 
“Cord stripping or delayed cord clamping or both 


are urged to effect a maximum placental transfusion 
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in infants who are shocked after a traumatic de- 
livery, anemic after a bleeding accident before or 
during birth, delivered by cesarean section or born 
prematurely.” (New England J. Med., 250:629, 
1954.) 


Antibiotics in Surgery 


In a timely editorial, Rives has commented on the 
gratifying decrease in the number of serious infec- 
tions such as periostitis of the mandible, Ludwig’s 
angina, cavernous sinus thrombosis, acute hema- 
togenous osteomyelitis, empyema, and diabetic 
carbuncles. Furthermore, at the Charity Hospital 
in New Orleans, the mortality rate in cases of em- 
pyema, lung abscess, carbuncles of the face, and 
erysipelas, as well as that of other infections has 
dropped precipitously. 

Although this is a happy state of affairs, there 
are certain other influences which are causes for 
concern. First is the rise of the incidence of the 
strains of organisms resistant to penicillin from 
17.8 per cent in 1947 to 43 per cent in 1951, as 
recorded by Meleny. This is due in large part to 
the indiscriminate use of antibiotics in inadequate 
doses. Furthermore, the routine use of antibiotics, 
especially penicillin and streptomycin, frequently 
masks deep-seated infections such as perinephritic 
abscess and subdiaphragmatic abscess. In this way, 
an unjustified delay can occur in the institution of 
surgical therapy. 

Moreover, cases of severe infections have become 
so scarce on the teaching wards of hospitals that 
medical students and physicians in resident train- 











ing see them rarely. Consequently, if an individual 
contracts one of these grave infections caused by 
organisms which are insensitive to the antibiotics 
available, and if he is treated by a surgeon unfamil- 
iar with such cases, he is worse off than if the anti- 
biotics had never been discovered. (Am. Surgeon, 
20:583, 1954.) 


Treatment of Proteus Infections 


ProrTeEus organisms are ordinarily saprophytic in 
humans. Occasionally, however, they cause serious 
infections. These have been a difficult therapeutic 
problem because of the resistance of Proteus organ- 
isms to chemotherapeutic agents. 

Recently, Spittel and co-workers at the Mayo 
Clinic reported on the successful treatment of seven 
cases of bacteremia due to Proteus organisms. A 
combination of dihydrostreptomycin and oxytetra- 
cycline was effective in all cases in spite of the fact 
that in-vitro tests indicated that the bacteria were 
resistant to these antibiotics, individually and in 
combination. The authors presented data to suggest 
that this “therapeutic paradox” was “partly due to 
the patient’s serum and partly to the additive effect 
of the antibiotics.” (Proc. Staff Meet. Mayo Clin., 
29:225, 1954.) 


Vascular Changes in Bleeding Peptic Ulcer 


IN AN endeavor to determine what, if any effect 
local vascular changes have upon the clinical course 
of a hemorrhage from peptic ulcer, MacKay has 
studied twenty-five cases of severe hemorrhage. In 
all cases, the hematocrit was 25 per cent or lower 
during bleeding, no severe concomitant disease 
was present, and microscopic sections of the ulcer 
area were available. 

In these cases arteriosclerosis was not found in 
the vessels of the stomach or the duodenum outside 
of the ulcer area, regardless of the age of the patient. 
Changes in the bleeding vessels of the ulcer area 
itself included inflammatory reactions, irregular 
proliferation of the intima, fibrous tissue replace- 
ment of the smooth muscle, and occasional de- 
hiscence of the elastic fibers. These changes are 
similar to those of arteriosclerosis and probably re- 
sult in impaired contractility and poor coaptation 
of the intima followed by severe bleeding. Moreover, 
if obliterative endarteritis is present, resulting 
ischemia probably delays healing of the ulcer and 
makes recurrences more likely. 

All of these processes impair the success of con- 
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servative therapy. The author believes, however, 
that because of the absence of arteriosclerosis in the 
vessels of the stomach or duodenum peripheral to 
the ulcer area, the vascular changes in peptic ulcer 
are secondary to inflammatory processes in the 
ulcer bed. The changes depend on the stage at 
which the lesion is observed and this depends upon 
the extent of the inflammatory reaction. The age 
of the patient has no apparent effect upon the de- 
gree of these vascular changes. 

The author suggested, therefore, that in cases of 
erosion, bleeding is likely to be severe depending 
upon the size and number of vessels involved. 
Since these changes occur regardless of the age of 
the patient, age alone should not be the determin- 
ing factor in the type of therapy chosen. (Surgery, 
35 :724, 1954.) 


Pancreatic Biopsy 


BowDEN has called attention to the difficulties en- 
countered in making an accurate diagnosis of a 
mass found in the head of the pancreas at operation. 
In contrast to masses of uncertain nature elsewhere, 
where biopsy is properly and effectively carried out, 
biopsy of a mass in the head of the pancreas is un- 
satisfactory. This is due to the fact that a small 
tumor in the head of the pancreas causes obstruc- 
tion of the pancreatic and bile ducts, resulting in 
extensive pancreatitis. The tumor thus becomes 
surrounded by an area of pancreatitis, and efforts 
to obtain tissue for histologic study often result in 
the finding of areas of pancreatitis. Furthermore, 
biopsy of the head of the pancreas is fraught with 
some danger both of hemorrhage and of pancreatic 
fistula formation. 

Of thirty-one patients in whom _pancreatico- 
duodenectomy was performed for a mass in the 
head of the pancreas, nine had had exploratory 
laparotomy elsewhere and had been considered to 
have benign pancreatitis on the basis of a pancre- 
atic biopsy. Seven of these were found to have 
tumors which were inoperable three to nine months 
after the biopsy was performed. In accordance with 
a policy of resecting tumors of the head of the 
pancreas without biopsy, three patients had a 
pancreaticoduodenectomy with removal of the mass 
which proved to be benign. All of these patients 
survived surgery. 

The author believes that a patient with a mass of 
unknown nature in the head of the pancreas has 
only slightly less chance of surviving resection than 
of not having cancer if the mass is left undisturbed. 
Although resection of tumors of the pancreas offers 
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no assurance of cure of pancreatic carcinoma, he 
stated that all patients with carcinoma of the head 
of the pancreas succumbed to the disease with any 
other method of treatment. Therefore, he recom- 
mended removal of such tumors, without biopsy 
in all suitable cases. (Ann. Surg., 139:403, 1954.) 


Nutrition After Subtotal Gastrectomy 


FoLtowinc subtotal gastrectomy by a variety of 
methods, MacLean and his co-workers found that 
weight loss averaged twenty-one pounds in thirty- 
two of the thirty-five patients studied. Pancreatic 
function was normal in most instances. Fat ex- 
cretion in the stools was usually increased, although 
this was less common following the Billroth 1 pro- 
cedure. Fat excretion was normal in five patients 
undergoing tubular resection. Excessive nitrogen 
loss was uncommon. 

The authors concluded that gastroduodenal con- 
tinuity does not prevent excessive fat loss in the 
stool. However, of the factors accounting for weight 
loss in the patients studied, decreased oral intake 
and loss of gastric reservoir capacity were of great 
importance. They recommended further study of 
methods for increasing the caloric intake in such 
patients. (Surgery, 35:705, 1954.) 


Tuberculous Meningitis 


FirzpaTRICK analyzed the results of treatment of 
forty-six adult patients having tuberculous meningi- 
tis. The treatment regimens used during the past 
five years were analyzed. The results indicate that 
the best treatment of tuberculous meningitis in- 
cludes the use of parenteral streptomycin, oral 
isoniazid, and para-aminosalicylic acid. The therapy 
is continued for at least six months after the cere- 
brospinal fluid findings have returned to normal. 
The author feels that there is no need for intra- 
thecal streptomycin. (Am. Rev. Tuberc., 69:370, 
1954.) 


Mural Thrombosis in Myocardial Infarction 


Howe. and Kyser analyzed the influence of anti- 
coagulant therapy on the incidence of mural throm- 
bosis in 132 autopsy cases of myocardial infarc- 
tion. Regardless of the degree of effect on the 
blood prothrombin level, anticoagulant therapy 
had a significant influence. This is shown in the 
diagram at the right, prepared from the authors’ 
data. (Ann. Int. Med., 40:694, 1954.) 
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MORTALITY IN SHOCK DUE 


TO MYOCARDIAL INFARCTION 





Shock Due to Myocardial Infarction 


GrirFitH and co-workers found that promptness is 
a key factor in treatment of shock due to myo- 
cardial infarction. They defined shock as a con- 
dition of severe hypotension, lasting an hour or 
more, and accompanied by signs of peripheral cir- 
culatory collapse. Their evaluation of various anti- 
shock remedies was based on a comparison with 
similar cases in which such remedies were not em- 
ployed. The influence of time in treatment was 
shown by the fact that, of sixty patients who re- 
ceived treatment within three hours, only 13 per 
cent died. Of seventy-four patients who received 
treatment after a lapse of three hours, 76 per cent 
died. 

Basic treatment of shock included proper posi- 
tioning, oxygen, morphine intravenously, and digi- 
talis (for congestive heart failure). When these 
measures did not suffice, various other methods 
were used, including intravenous infusions, retro- 
grade arterial infusions, and sympathomimetic 
amines. The results in the treated cases are con- 
trasted with those in the untreated cases in the 
diagram above. (Circulation, 9:527, 1954.) 
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Exercise After Recovery from Myocardial Infarction 


ForMERLY, patients who had fully recovered from 
myocardial infarction were instructed to limit their 
physical activity stringently. Although physicians 
today have a more lenient attitude, there is still 
some confusion about regulation of activity for 
these people. Chapman and Fraser sought an an- 
swer by subjecting patients to physical stress and 
comparing the responses with those obtained in 
agemates who had no evidence of cardiovascular 
disease of any type. The investigation provided “tno 
support for the view that marked restriction of 
activity is physiologically necessary in patients of 
this type.” 

The authors studied only patients in whom there 
were no residual effects of myocardial infarction 
(angina pectoris, heart failure), and in whom the 
attack of myocardial infarction had been sustained 
at least six months before. The physical stress con- 
sisted of exercise for ten minutes on a treadmill. 
The patients and the normal subjects responded in 
similar manner subjectively to the test, and showed 
equivalent responses of cardiac output, cardiac in- 
dex, circulation time, and blood pressure. Changes 
in pulse rate were significantly different in the two 
groups; the myocardial infarction patients devel- 
oped a greater increase in pulse rate during exer- 
cise. The authors suggested that this was because 
the patients were in relatively poorer training than 
the normal subjects. (Circulation, 9:347, 1954.) 


Paroxysmal Auricular Tachycardia 


In A personal experience with forty-seven cases of 
paroxysmal auricular tachycardia, Jones confirmed 
that this syndrome usually is encountered in people 
in whom there is no other evidence of heart disease. 
There was the usual high incidence of associated 
psychoneurosis and anxiety. Occasionally the 


tachycardia caused syncope, and in two patients 


having underlying cardiovascular disease, heart 
failure was precipitated. The author emphasized 
that the generally innocuous course in adults can- 
not be expected in infants, in whom paroxysmal 
auricular tachycardia may be quite dangerous un- 
less properly treated. 

Only seven of Jones’ patients required drug 
therapy. He stated a preference for a rapidly acting 
digitalis preparation to arrest a paroxysm, and for 
quinidine to prevent attacks. Reassurance and ex- 
planation were considered the most important ele- 
ments in treatment. (Ann. Int. Med., 40:581, 1954.) 


Meperidine for Asthma 


ALTHOUGH it is generally agreed that morphine is 
contraindicated in cases of bronchial asthma, there 
is no need for similar restriction of the use of a 
clinical dose of meperidine (Demerol). Herschfus, 
Salomon, and Segal studied the effects of a 100-mg. 
intramuscular dose of meperidine—found that it 
was a useful drug for asthma. It has a minimal de- 
pressing effect on the respiratory mechanism— 
must be used with great caution, however, when 
given in combination with barbiturates or to pa- 
tients having chronic hypoxia secondary to chronic 
pulmonary emphysema. Otherwise it is beneficial 
because of several effects—analgesic-sedative, anti- 
histaminic, anticholinergic. 

The authors recommended the drug especially 
for asthmatics when other usual methods of treat- 
ment have failed or when fastness has developed 
to epinephrine or aminophylline. (Ann. Int. Med., 
40:506, 1954.) 


Cardiomegaly Due to Coronary Arteriosclerosis 


THERE has been some dispute as to the reason for 
cardiac enlargement in some cases of coronary 
artery heart disease. A number of authorities have 
held that enlargement is due to co-existing hyper- 
tension; the corollary being that, in the absence of 
hypertension, cardiomegaly is not observed in 
coronary arteriosclerosis. A minority opinion has 
been that cardiomegaly may develop whether or 
not there is co-existing hypertension. 

Noting that some confusion on these points has 
resulted from variation in the definition of hyper- 
tension, Master has reconsidered the problem, using 
the ranges of normal blood pressure that he and 
his associates have defined in recent years. By these 
criteria, he found that cardiomegaly may indeed 
develop in cases of coronary artery heart disease 
without hypertension or heart failure. The mech- 
anism for cardiac hypertrophy in such cases was 
said to be myocardial anoxemia, with the under- 
standing that this is a superficial explanation. 
Nevertheless, in both men and women, an enlarged 
heart was much more often found when hyper- 
tension also was present. (Am. Heart J., 47:321, 
1954.) 


Prostatitis 


In discussing present concepts of prostatitis, Cook 
stated that this disease is still largely an enigma. 
There is no consistent relationship of the finding 


GP « Volume X, Number 3 








of an excessive number of leukocytes in prostatic 
secretions to any particular bacteriologic cause or 
to foci of infection elsewhere in the body. 

Cook believes that prostatitis in patients under 
40 years of age usually should be treated, whether 
or not there are symptoms (burning and frequent 
urination and dysuria). For older patients, he does 
not recommend treatment unless symptoms which 
seem related accompany the prostatitis. 

Treatment consists mainly of prostatic massage 
twice a week for ten to twelve weeks along with 
local instillations of 5 per cent solution of Argyrol. 
Chemotherapy is said to be seldom of benefit. Cook 
warns that massage is not usually helpful and may 
precipitate more serious trouble when tried in a 
patient in whom there is prostatic hypertrophy. 


(Proc. Staff Meet. Mayo Clin., 29:247, 1954.) 


Suspected Rheumatic Fever 


DurinG a period of eleven years, 2,678 new patients 
were examined in the Medical College of Virginia 
Rheumatic Fever Clinic. McCue reports that about 
one-half were confirmed as rheumatic fever. Most of 
the remainder were judged not to have rheumatic 
fever, but there were 236 patients in whom a final 
impression was deferred. These patients were re- 
examined during the ensuing months until a de- 
cision was made. Only twenty-nine (about 14 per 
cent) turned out to have rheumatic fever in the 
final analysis. 

Opinion was initially deferred in the 236 patients 
because of symptoms and signs suggestive of rheu- 
matic fever but not actually diagnostic, including 
aches in extremities, fever, fatigue, suspicious 
murmurs, and suspicious x-ray findings. McCue 
noted, ‘“The excellent prognosis in this group as a 
whole makes strict diagnostic criteria imperative.” 
(J. Pediatrics, 44:290, 1954.) 


Sequelae of Femoral Vein Ligations 


In a study of seventy-four cases during a three- 
year period, Robinson and Moyer concluded that 
the late complications of common femoral vein 
ligation are of such magnitude as to prevent the 
self-support of the patients. Ligation of the super- 
ficial femoral vein therefore was deemed preferable 


because unpleasant consequences were less fre- 
quent. The sequelae noted in both types of ligation 
were (1) persistent brawny edema, (2) dermatitis 
and cellulitis, (3) varicose veins, and (4) ulcerations. 

Although these sequelae were in part due to the 
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extent of the venous disease at the time of opera- 
tion, the authors stated that the site of ligation of 
the deep venous system was more important than 
the extent of this preoperative thrombosis. Of six 
patients who had common femoral vein ligation 
without the finding of a clot in the vein, all de- 
veloped varicose veins and brawny edema within 
one year, and two of the six developed ulcerations 
as well. In contrast, one year following ligation and 
division of the superficial femoral vein in the ab- 
sence of a clot, none of the patients developed vari- 
cose veins, dermatitis, edema, or ulceration, and 
only two developed varicose veins at the end of 
five years. 

The complications developed in a definite tem- 
poral relationship. Brawny edema appeared first, 
followed by varicose veins. The cause of the hard 
edema was not clearly evident. The effect of vaso- 
spasm had been minimized by lumbar sympathec- 
tomy. 

The authors believe that ligation of the common 
femoral system should be avoided. They stated 
that, in the few cases studied, inferior vena cava 
ligation below the renal veins is preferable treat- 
ment for extensive thrombotic disease with repeated 
pulmonary embolism. (Surgery, 35: 690, 1954.) 


Toxic Effects of Citrated Blood 


Cookson and his co-workers have demonstrated 
that when citrated blood is given rapidly intra- 
venously or intra-arterially, it can exert serious 
toxic effects. In the presence of falling blood pres- 
sure, intra-arterial transfusion suffuses the coron- 
ary vessels and maintains the normal coronary flow. 
However, with each downward stage of blood pres- 
sure deterioration, the arterial transfusion takes 
over more and more of the coronary flow. Conse- 
quently, toxic effects of the citrated blood on the 
heart become more pronounced. 

Citrated blood consists of venous blood, is less 
alkaline than arterial blood, and becomes more acid 
on storage. Furthermore, on storage, there is a rise 
of plasma potassium ion concentration. The potas- 
sium ion produces effects upon the heart similar to 
those caused by a lack of free calcium ion. In the 
absence of free calcium the heart soon becomes 
weak and goes into arrest in diastole. The authors 
felt that an arterial transfusion often administers 
the “coup de grace” to a moribund patient. 

As the result of experimentation, they have 
found the use of erythrocytes in Ringer gelatin 
solution (ERG solution) to be effective and the 





material of choice for transfusion in cardiac sur- 
gery. An occasional disadvantage is oozing at the 
operative site. However, serious oozing was not 
noticed in the patients in whom it was used. In 
cardiac cases, as much as 24 ml./kg. has been admin- 
istered without harmful effects. (Ann. Surg., 139: 
430, 1954.) 


Cecitis 


EMMETT presented a series of twenty-three cases of 
acute inflammation of the cecum and discussed the 
clinical and pathologic findings. He described two 
types of acute inflammation, primary and second- 
ary. Primary cecitis originates with a break in the 
cecal mucosa, with inflammation of surrounding 
structures, whereas the secondary type spreads to 
the cecum from appendicitis, ileitis, diverticulitis, 
etc. 

The peritoneal signs of cecal inflammation pro- 
vide sufficient indication to open the abdomen. In 
twenty-two of the twenty-three patients presented, 
a preoperative diagnosis of acute appendicitis or a 
complication of appendicitis was made. Symptoms, 
physical findings, leukocyte count, and fever are 
indistinguishable from those of appendicitis. When 
the abdomen has been opened, cecitis is recognized 
by acute inflammation and edema of the cecal wall. 

Since all types of cecitis tend to subside spon- 
taneously, resection is not necessary if the diagnosis 
can be made with certainty. In uncomplicated cases 
of primary cecitis, the procedure of choice is not to 
disturb the cecum except to take a biopsy specimen. 
If the disease is secondary, the associated disease 
should be managed according to usual indications. 

Complications include abscess formation, frank 
or imminent perforation of the cecum, edematous 
and friable cecum, all of which frequently require 
cecostomy. Obstruction of the ileocecal valve may 
warrant a short circuiting procedure, and if carci- 
noma cannot be ruled out, closure of the abdomen, 
preparation of the bowel, and subsequent lapar- 
otomy with resection often is necessary. There were 
no deaths in the group of cases reported. (Am. J. 
Surg., 20: 471, 1954.) 


Treatment of Pinworms 


AskneE and Tufts administered phthalylsulfathia- 
zole (Sulfathalidine) in treatment of pinworm in- 
fection of children. The drug was given as a palat- 
able suspension (Cremothalidine) in doses of 2 to 
6 Gm. daily for two weeks. Cures were obtained in 
twenty-three (79 per cent) of twenty-nine hospital- 


ized children and in fifteen (47 per cent) of thirty- 
two in a clinic population. 

This drug was somewhat less potent than gentian 
violet. However, it was easier to give and did not 
provoke the toxic effects commonly caused by the 
dye. (J. Pediat., 44:380, 1954.) 

Bumbalo and co-workers compared the effective- 
ness of three oxyuricides—piperazine hexahydrate 
(Antepar Citrate), oxytetracycline, and garlic 
powder. The percentage of cures (85 per cent) ob- 
tained with the palatable syrup of piperazine hexa- 
hydrate compared very favorably with cures ob- 
tained with other agents of known effectiveness 
(gentian violet, oxytetracycline). Garlic powder 
was ineffective (7 per cent cures). The syrup of 
piperazine was well tolerated and came closest of 
nine oxyuricides to the authors’ standard of an 
ideal drug for pinworms. (J. Pediat., 44:386, 1954.) 


Traumatic Rupture of the Gallbladder 


TRauMATIC rupture of the gallbladder is relatively 
rare, but diagnosis is difficult and early surgical 
treatment is imperative, according to a recent article 
by Smith and Hastings. Three types of injury to the 
gallbladder have been reported: (1) contusion of 
the gallbladder, (2) rupture of the gallbladder from 
the liver, and (3) actual laceration of the gallbladder 
wall. Various types of injury tend to produce these 
effects. The steering wheel produces intrathoracic 
or intra-abdominal trauma which can cause injury 
to the liver and to the gallbladder. Although the 
liver, stomach, duodenum, and pancreas are most 
often involved in such a contusion, the possibility of 
gallbladder rupture should be considered. 

Rupture of this viscus usually occurs locally, pro- 
ducing walled-off rather than general bile peri- 
tonitis. Should leakage of bile into the general peri- 
toneal cavity occur, the effects are more hazardous 
to the patient. Treatment of such gallbladder in- 
juries should be cholecystectomy or drainage of the 
gallbladder. Usually, more than one intra-abdomi- 
nal organ is injured at the same time, making con- 
servative surgical drainage necessary rather than 
cholecystectomy. 

The authors reported an instance in which, fol- 
lowing an automobile collision, the steering wheel 
produced a severe blow to the upper abdomen of a 
24-year-old man. Dislocation of the hip resulted 
from the injury, but within thirty-four hours after 
the accident, increased abdominal distention with 
tympany and rigidity were noted. Exploration re- 
vealed the presence of 2,000 cc. of dark, bile- 
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stained, bloody fluid, and the gallbladder was obvi- 
ously contused, with dark green bile issuing from a 
2-cm. laceration. Cholecystostomy was performed, 
and the patient recovered after a stormy convales- 
cence. The authors recommended that, although a 
brief period of observation of traumatic rupture of 
the gallbladder may be carried out safely, once the 
diagnosis is suspected, laparotomy should not be 
delayed. (Ann. Surg., 139: 517, 1954.) 


Viomycin in Tuberculosis 


SCHAFFELD, GARTHWAITE, and Amberson studied the 
therapeutic effect of Viomycin in twenty-three pa- 
tients with tuberculosis. Their results indicated 
that Viomycin had appreciable antituberculous ac- 
tion in human tuberculosis. However, its effective- 
ness was less than that of streptomycin or isoniazid. 
The authors felt, therefore, that the chief use for 
Viomycin therapy was in the treatment of patients 
with tuberculosis with tubercle bacilli resistant to 
streptomycin and isoniazid but who require addi- 
tional chemotherapy. Deafness and hypokalemia 
were the most serious toxic manifestations of Vio- 
mycin. (Am. Rev. Tuberc., 69: 520, 1954.) 


Tumor of the Adrenal Gland 


Jortson and his associates emphasize that the possi- 
bility of a tumor of the adrenal gland may be sug- 
gested by the clinical study of a patient, but the 
final positive diagnosis often depends upon the 
radiographic studies. They feel that it is usually 
possible roentgenographically not only to demon- 
strate the presence or absence of such a tumor, but 
also to determine the side involved, the size of the 
tumor, and occasionally the presence of a normal 
adrenal gland on the opposite side. 

A plain film of renal and adrenal regions is the 
first type of x-ray examination recommended. All 
efforts should be made to produce a superior film 
by proper preparation of the patient. By this means, 
the soft tissue shadow of a tumor occasionally may 
be demonstrable, and in many instances faint areas 
of calcification within the tumor will be apparent. 
The kidney shadow may or may not be displaced 
downward and medially or laterally. 

The next procedure the authors recommend is 
pyelography, either intravenous or retrograde. This 
may confirm or demonstrate renal displacement 
which is suggestive evidence of an adrenal mass. It 
may also serve to rule out the possibility of a tumor 
of the upper pole of the kidney. 
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The final and most important diagnostic measure 
is the radiographic study following perirenal insuf- 
flation of air or oxygen. While this will practically 
always demonstrate an adrenal tumor if one is pres- 
ent, it should be performed only when there are 
clear-cut indications, since it is not entirely without 
danger and fatalities have resulted. The technique 
of insufflation is carefully outlined by the authors. 


(Radiology, 62: 488, 1954.) 


Lymphoma of the Stomach 


Bercer, Gay, and Whorton observed twenty-five 
proved cases of malignant lymphoma of the stom- 
ach. The pattern of symptoms in their patients was 
compatible with a clinical diagnosis of peptic ulcer. 
Epigastric tenderness and rigidity were the most 
common findings on physical examination, while a 
palpable mass was present in five patients. There 
were no pathognomonic roentgen findings. The 
diagnosis might be inferred from massive gastric 
involvement by bulky lesions, rigidity of the gastric 
wall, or distortion of mucosal folds. 

The physical condition of patients with malig- 
nant gastric lymphoma was generally better than in 
those with carcinoma of the stomach. Cachexia and 
anemia were less prominent. Surgery and postoper- 
ative roentgen therapy yielded the best results. 
(Radiology, 62: 527, 1954.) 


Preclinical Bronchiogenic Carcinoma 


In an effort to evaluate surveys as case-finding 
techniques for bronchiogenic carcinoma, Boucot 
and Sokoloff evaluated seventy-seven consecutive 
proved cases of lung cancer detected at two official 
Philadelphia chest roentgenographic units from 
1947 through 1952. Prevalence studies were limited 
to the 142,156 persons on whom appropriate rec- 
ords were available. Bronchiogenic carcinoma prev- 
alence rate was thirty per hundred thousand for the 
group as a whole. For those who were more than 
45 years of age, the prevalence rate was 160 per 
hundred thousand, while for males more than 45 
years of age it was 260 per hundred thousand. 
Only seven of the seventy-seven persons with 
bronchiogenic carcinoma were truly asymptomatic. 
Of the remaining seventy, forty-three considered 
themselves well but had symptoms which were 
elicited on careful questioning. The other twenty- 
seven persons were sufficiently ill to have consulted 
physicians. Thus, fifty of the carcinomas could be 
considered preclinical in the sense that, whether 
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‘because of low threshold of perception, ignorance, 
or deliberate disregard of symptoms, the patients 
had made no effort to obtain medical advice. The 
only possible approach to the detection of these 
fifty carcinomas was through mass roentgenograph- 
ic surveys. There was no striking difference in re- 
section and survival rates between the “preclini- 
cal” symptomatic group and the twenty-seven pa- 
tients with manifest symptoms. However, all seven 
of those without symptoms had lesions which were 
probably resectable at the time of the first abnor- 
mal photofluorograms. 

Even when repeated positive sputum examina- 
tions for M. tuberculosis confirmed the radiologists’ 
findings, the possibility of associated bronchiogenic 
carcinoma must be kept in mind in men more than 
45 years of age. In this small series of seventy-seven 
cases, six men (8 per cent) had both active tubercu- 
losis, with M. tuberculosis in the sputum, and car- 
cinoma. 

There were twenty-two persons in this group 
who had previous photofluorograms available which 
had been interpreted as normal. When these so- 
called normal films were re-examined, eleven were 
found to be definitely normal even on retrospective 
review, while eleven were found to have been erron- 
eously interpreted as normal. This emphasizes the 
need for “over reading” of survey films. Further- 
more, suspicion of neoplasm is indicated in men 
more than 45 years old when any film abnormality is 
present. Comparison of serial films on men more 
than 45 years old is wise even when readings have 
been designated (Am. Rev. Tuberc., 
69:164, 1954.) 


normal. 


Goitrogenic Effect of PAS 


BrINKMAN and Coates report eleven cases of thyroid 
enlargement occurring during para-aminosalicylic 
acid therapy. In two of these patients, myxedema 
developed. This effect is related to the ability of 
PAS to depress iodine uptake by the thyroid gland. 
The thyroid swelling began four to twelve months 
(average 6.7 months) after the start of PAS ther- 


apy, with the exception of one patient whose goiter 
appeared in seven weeks. 

Administration of iodine produced no effects in 
the two persons in whom it was tried, thus differing 
from a simple iodine-deficient goiter. Small doses of 
desiccated thyroid, however, gave prompt improve- 


ment in the four patients to whom it was given, with 
disappearance of clinical signs of myxedema and 
regression of the size of the gland. Continuation of 


PAS after the appearance of the goiter did not lead 
to clinical myxedema or to further enlargement of 
the gland in several of these patients. (Am. Rev. 


Tuberc., 69:458, 1954.) 


Tuberculin Conversion Rates 


Woop and Mantz analyzed the results obtained by 
tuberculin skin testing among kindergarten and 
first-grade children with roentgenographic and 
family follow-up studies. Among a total of 1,022 
adults and children who were household contacts 
of tuberculin-positive children in the kindergarten 
or first grade, approximately 1.8 per cent were 
found to represent previously unknown active cases 
of tuberculosis. In addition, thirty known cases of 
tuberculosis were found to be contacts of these 
children, and twenty additional cases, either inac- 
tive or designated as pending, were found. It was 
found to be especially worth while to do studies of 
the contacts of tuberculin “converters” 
among this group, although rather small, the yield 
was 5.6 per cent new cases of active tuberculosis. 


(Am. Rev. Tuberc., 69: 227, 1954.) 


since 


Histoplasmin Conversion Rates 


Furcotow and his associates analyzed results ob- 
tained by histoplasmin skin testing among kinder- 
garten and first-grade children in Kansas City, 
Missouri. Their study indicated that the observed 
histoplasmin conversion rate among 2,304 children 
was 2.8 per cent per year. About half of the children 
who had a positive histoplasmin skin test showed 
some serologic evidence of infection. More than one- 
quarter of the children showed evidence of unhealed 
lung lesions, while approximately one-quarter 
showed calcified lesions. Thus, there was a very 
high prevalence of both active lesions of histo- 
plasmosis and calcification in such a young age 
group. 

Since the lung lesions of histoplasmosis are com- 
mon among young children, and since the roentgen 
appearance of histoplasmosis and tuberculosis may 
be similar, it is especially important that the physi- 
cians in an area like Kansas City be educated to the 
differential diagnosis of these lesions. Skin tests 
provide easy differentiation of these two diseases. 
The serologic tests offer an easy way of determin- 
ing the activity of the fungal infection. Follow-up 
by roentgenographic and serologic tests is simple 
and practicable and offers a ready prognostic and 
diagnostic aid. (Am. Rev. Tuberc., 69:234, 1954.) 
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Rehabilitation and Tuberculosis 


A stupy was done by Warren to discover whether 
any differences could be discerned between a group 
of persons with tuberculosis who participated in a 
vocational rehabilitation program and a compar- 
able group who did not participate in such a pro- 
gram. The finding indicated that the participants in 
the vocational rehabilitation program exhibited 
considerably lower mortality and relapse rates than 
the nonparticipants. Psychologic studies also indi- 
cated that there were a greater number of nonpar- 
ticipants declared to be maladjusted than partici- 
pants. 

A vocational status follow-up showed that 85 per 
cent of the participants were employed in contrast 
to only 47 per cent of the nonparticipants. Further- 
more, it was evident that after discharge the non- 
participants reverted essentially to their pread- 
mission occupational status, while the participants 
exhibited a clear-cut trend out of the service and 
unskilled occupations into the professional, clerical, 
and skilled categories. Regardless of the criteria 
used for comparison, this study indicated that par- 
ticipation in the vocational rehabilitation program 
produced consequences which were definitely sig- 
nificant to the persons who participated, to the re- 
habilitation agency which provided the services, 
and to the community as a whole. (Am. Rev. Tuberc., 
69:153, 1954.) 


Cortisone for Bacterial Pneumonia 


In patients dying of bacterial pneumonia, Marvel, 
Belknap, and Goodrich observed structural evi- 
dence of damage to the adrenal cortex. For this 
reason the authors recommend adrenal cortical 
supplements to maintain life until body processes 
and antibiotics have controlled the pneumonia. 
Their study revealed no injury to tissue or to pa- 
tient resulting from the use of the steroid hor- 
mones. There was no extension of infection to 
other lobes. 

Cortisone was given initially intramuscularly in 
doses of 50 to 100 mg. Following the intramuscular 
dose, 25 to 50 mg. was administered orally every 
six hours. After twenty-four hours, the dose was 
gradually decreased and the medication terminated 
after three or four days. The use of adrenal cortical 
extract was reserved for those patients with peri- 
pheral vascular collapse and was administered in 
doses of 20 to 40 cc. every six hours intravenously. 


(Dis. of Chest, 25:70, 1954.) 
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Prognosis of Sarcoidosis 


AccorDinc to Carr and Gage, the prognosis in 
sarcoidosis is good. In a follow-up study of 194 
patients with sarcoidosis, examined during the 
years 1940 to 1951, the five-year and ten-year sur- 
vival rates were found to be 92.9 per cent and 80 
per cent, respectively. The authors warn that it 
would be unwise to expose a patient who has 
sarcoidosis to tuberculosis because of the increased 
incidence of death from tuberculosis among pa- 
tients having sarcoidosis. (Am. Rev. Tuberc., 69:78, 


1954.) 


Unhospitalized Tuberculous Patients 


Rosins and his associates administered isoniazid to 
110 ambulatory patients having chronic tubercu- 
losis. In those who received eight months of therapy, 
47 per cent showed roentgenographic improve- 
ment. There was sputum conversion by culture in 
17.6 per cent. 

One of the most significant features of this study 
was the change in behavior and attitude of the pa- 
tients who received treatment. The past records in 
many of these patients indicated a long-standing 
lack of co-operation in both medical supervision 
and observation of precaution against the spread of 
their disease. Clinic appointments had been kept 
irregularly or not at all. During the eight months of 
treatment, this same group traveled long distances 
to make weekly or biweekly clinic visits. Their 
habits at home showed similar improvement. (Am. 


Rev. Tuberc., 69:26, 1954.) 


Tuberculous Meningitis 


LorBER summarizes and analyzes the combined re- 
sults obtained in five large medical centers in Eng- 
land in which treatment of tuberculous meningitis 
with chemotherapy was begun in 1947. There was a 
high degree of correlation between the stage of the 
disease on admission and the prognosis. Patients 
in the early stage of tuberculous meningitis had a 
75 per cent two-year survival. In the intermediate 
stage, the survival was 50 per cent, while in the ad- 
vanced stage, only 25 per cent lived. The results 
were worse when miliary tuberculosis was associ- 
ated with the meningitis. 

There was no difference between the survival 
rate of those 3 to 14 years old and those more than 
14 years old. The prognosis of patients less than 3 
years of age was significantly worse. The greater 





mortality in children less than 3 years of age was due 
largely to the delayed diagnosis in this age group. 

Of the early cases, nearly 75 per cent of the sur- 
vivors were without sequelae, compared with 60 per 
cent of the surviving intermediate cases, and only 
40 per cent of the surviving advanced cases. Eleven 
per cent of the survivors were left with sequelae of 
moderate severity (excluding deafness), consisting 
of residual hemiparesis, visual defects not amount- 
ing to blindness, occasional fits, or moderate de- 
grees of mental and behavior disorder. Severe se- 
quelae, consisting of grave degrees of mental defect, 
often associated with blindness, deafness, and hemi- 
plegia, behavior disorders, or gross neurologic dam- 
age, were found for the most part in advanced cases. 
There is evidence that the cause of deafness in the 
large majority of cases was the streptomycin admin- 
istered rather than the meningitis itself. (Am. Rev. 
Tuberc., 69:13, 1954.) 


Splenoportal Roentgenography 


Docuotti and his associates have described a 
method of injection of the portal system through the 
spleen which has been effective in determining the 
site of portal block. Locating the splenic area by per- 
cussion, procaine solution is injected into the under- 


lying tissues and skin. A splenic puncture is then 
employed, using a 12-cm. needle directed upward, 
medially, and backward. When the resistance of the 
spleen is felt, a 70 per cent solution of Ioduron is 
injected in amounts varying from 15 cc. to 40 cc. 
This injection is carried out quickly and easily and 
is practically painless. A series of roentgenograms 
are taken from one to eleven seconds after beginning 
the injection. 

By this means, the authors have been able to out- 
line the splenic vein, the spleen, the portal vein, 
radicles of the portal system in the liver and gastro- 
esophageal veins. They have pointed out that the 
site of block of the portal venous system is important. 

If the block is proximal to the junction of the 
splenic vein or the coronary vein, simple splenec- 
tomy is efficacious; whereas, in intrahepatic blocks 
other means are more satisfactory. Portacaval anas- 
tomoses have been used in extrahepatic blocks, but 
in blocks in the liver itself, ligation of the hepatic 
artery has, in some cases, been effective. 

The authors concluded that splenoportal roent- 
genography is an important aid in the accurate 
diagnosis of the cause of portal hypertension. The 
method enables the surgeon to determine the char- 
acteristics of the primary lesion and the possibilities 
for surgical intervention. (Surgery, 38:503, 1954.) 





Cardiac Asthma 





NotincG that a good deal of misinformation has 
been published about the differentiation of car- 
diac asthma and bronchial asthma, Swineford sets 
the record straight, as follows: 

**(a) Relief by morphine does not differentiate. 

**(b) Adrenalin is not contraindicated in car- 
diac asthma. It usually relieves promptly and ef- 
fectively ; and in small doses it does not increase 
the blood pressure nor speed the pulse. 

**(c) Cardiac symptoms may be absent between 
attacks of asthma. Therefore the absence of angi- 
nal pain, or dyspnea, or palpitation on exertion 
does not rule out cardiac asthma. 

**(d) Asthma and heart disease may occur con- 
currently, apparently without aggravation of either 
by the other. Therefore, the mere presence of 
heart disease does not mean that the asthma is 
cardiac asthma. 


**(e) Paroxysmal orthopnea without wheezing 
is not cardiac asthma but is properly called parox- 
ysmal orthopnea. True cardiac asthma is more 
likely to occur in allergic persons. The converse 
has not been studied. 

**(f) In an occasional case, evidence of heart 
disease may be absent entirely by x-ray, electro- 
cardiogram, history, blood pressure, and physical 
examinations, Cardiac asthma may be present for 
months before definite objective evidence of im- 
paired left ventricular function can be detected. 

**(g) Absence of symptoms or signs of conges- 
tive failure do not rule out cardiac asthma. The 
development of congestive failure in a patient 
with cardiac asthma is likely to bring temporary 
relief of asthma, because the failing right ventricle 
cannot pump more blood into the pulmonary cir- 
culation than the left ventricle can take out of it. 

“It is proper to repeat that, when the patient 
is first seen and perhaps during several attacks, 
one can only suspect cardiac asthma. It is not 
proved until treatment of heart failure brings re- 
lief of asthma.” (J. Allergy, 25:151, 1954.) 
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Chronic Urticaria 


Q. What is the latest in therapy in chronic urticaria where all 
offending allergies have been removed and which is on a nerv- 
ous basis? This case has not responded to all medications and, 
because of an old ulcer, | hesitate to give the patient ACTH 
and cause desensitization to histamines. What about Pyromen, 
or Decholin? 


This question was submitted to two experts, an allergist and 
a dermatologist. Their answers follow: 


DERMATOLOGIST: 


a. Chronic urticaria is often due to emotional 
causes rather than allergens. Evidently, the ques- 
tioner has concluded that the urticaria in this case 
is a psychosomatic symptom. The issue then be- 
comes one of deciding whether to treat the symp- 
tom or the patient. Presumably the questioner does 
not seek advice for the psychiatric management of 
such cases, nor would the respondent know what 
advice to give. 

Unfortunately, palliation of the symptom is not 
readily achieved. It is hard to know, when re- 
missions occur following some particular manipula- 
tion or drug therapy, whether the effects are physi- 
ologic or psychologic. Beneficial claims have been 
made for a large number of agents, Antihistamines 
are usually not helpful. Desensitization to histamine 
is without a rational basis. Corticosteroid therapy 
is frequently quite useful, but in this case there is 
a problem of reactivating an old ulcer. 

Other than the corticosteroids, such as cortisone, 
or ACTH, which releases corticosteroids, there is no 
certain pharmacologic approach to the control of 
chronic urticaria. This forces the physician to deal 
with the emotional aspects even if he does no more 
than render sympathetic help. In really refractory 
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Information Please 


cases, one should not hesitate to advise referral to 
a psychiatrist. 


ALLERGIST: 


A. I should first like to question the statement 
“where all offending allergies have been removed.” 

This implies that: 

1. A thorough history has been taken and re- 

taken. 

. Scratch and intradermal tests have been done. 

. Elimination diets as described by Dr. Rome. 

Food diary in addition to elimination diets. 

. Hyposensitization, if indicated, over a long 
period of time. 

6. Absolute and complete elimination of all 
offending substances. This requires complete 
co-operation upon the part of the patient. 

7. Removal of all foci of infection. 

8. If all of these have been done and the patient 
is still having hives, the psychosomatic ap- 
proach should be instituted. 

I do not believe Pyromen or Decholin would be 

of any value. 


Ct m® OO bO 


Fluoridation of Drinking Water 


Q. Is dental decay more prevalent when one discontinues drink- 
ing water with one part per million of fluorine? Where mottling 
is present from drinking water with five parts fluorine per million, 
is decay more prevalent when discontinued? 


a. Unfortunately, there are no data available to 
answer either of these questions directly. However, 
there has been published (Public Health Reps., 56: 
365, 1941) the results of a detailed study which 
bears on these questions. Bauxite, Ark., prior to 
1928, used a public water supply with a fluoride 





content of 13.7 ppm. Mottled enamel afflicted 
every member of this community. In 1928 the water 
supply was connected to a fluoride-free source. 
Detailed dental examinations were performed in 
1928 (before the water supply changed over) and 
again in 1938 and 1940. A control survey was made 
in 1940 at nearby Benton, which had used fluoride- 
free water for at least twenty years. The results of 
these surveys show that, in 1940, after twelve years’ 
exposure to fluoride-free water, Bauxite pupils, age 
14-19, despite moderate to severe mottled enamel, 
showed markedly less dental caries than a compara- 
ble group of Benton pupils without mottled enamel 
who had been using a fluoride-free water during 
their lifetime. Children born within a few years of 
the change in the water supply and practically free 
of mottled enamel likewise disclosed a low dental 
caries experience. In contrast, the youngest age 
group examined in 1940 (age 8) at Bauxite, showed 
the highest dental caries experience in spite of the 
fact that they had been exposed to risk of caries 
for the shortest period of time. 


Activity After Myocardial Infarction 


Q. Discuss management, including gradual increase in activity, 
of a patient with recent myocardial infarction of moderate to 
severe degree. How soon should they be allowed to get out 
of bed; how long should they be up, and over what period of 
time; how soon can they ride in a car; and how soon can they 
begin gradually working? What are symptoms or signs helpful in 
judging when activity is being increased too soon or too much? 


A. The moderately severe to severe myocardial 
infarction case should be kept at bed rest for a 
period of four to six weeks, depending on response. 
The bed rest should not be absolute, as formerly 
prescribed, but should allow self-feeding, reading, 
and the use of a bedside commode if the patient is 
able to carry out these activities without symptoms. 
He should be encouraged to move his legs in bed 
in order to prevent venous stasis. 

The prescription of graduated activity at the end 
of the bed rest period is regulated in an increasing 
fashion entirely according to response—dyspnea, 
angina, and inordinate tachycardia being used as 
warnings. Fatigue should be given consideration as 
a limiting symptom, but it is so often present as a 
purely functional manifestation in these cases that 
considerable care is needed in judging its signifi- 
cance. Especially important is an attitude of en- 
couragement and hope on the part of the attending 
physician. Frequent reference to other cases that 
have done very well is extremely helpful. 

When the patient has been mobilized to the 


extent that he is able to go outdoors and walk 
several blocks on the level, and in good weather, 
without symptoms, he may be allowed to drive his 
car, provided he is not the type of driver who 
becomes agitated in traffic. The time to return to 
work is judged by the response at home to activity 
comparable to that which would be required at the 
office. It is advisable, of course, to recommence 
work on a part-time basis, followed by gradual in- 
crease in activity based on symptomatic response. 


Congenital Hernia 


Q. At what age would it be considered best to repair a con- 
genital scrotal hernia? The patient lives in an urban area, and 
the hernia is readily reducible by the mother and adequately 
“held” by a yarn truss. 


A. While this type of hernia may well be “ade- 
quately” held by a yarn truss, it is frequently not, 
particularly if the baby is active, irritable, etc. 
Incarceration is common; discomfort, irritability, 
poor feeding, etc., are frequent. 

This type of hernia is best repaired at 

1) birth—parents will usually accept this time 
reluctantly, and, therefore the next best 
time is 

2) as soon as the child regains its birth weight 
loss and begins to gain weight—perhaps an 
arbitrary time of six weeks might be set, or 

3) any time, thereafter. 

Since this is a recognized congenital hernia, it 
should be understood also that “‘cure” with truss, 
or any other means than surgical correction is 
rather futile. On the other hand, trusses will prob- 
ably be used as long as there are parents who feel 
they must try this means because they know of 
someone whose rupture was cured in this way. 


Risk of Tetanus 


Q. | have used heat-treated sheep manure on my lawn. What 
are the possibilities of its harboring tetanus organisms or spores? 
Is there a definite risk with children playing and getting cuts 
contaminated? 


a. It would be hazardous to assume that any 
street or dirt-containing area does not have tetanus 
spores. The risk of acquiring tetanus is present in 
many places whether or not manure has been dis- 
tributed for fertilization purposes. The best way to 
handle this kind of a problem is to make certain 
that all children are immunized with tetanus toxoid 
as a matter of routine. In this way, the possibility 
of developing tetanus will be minimized regardless 
of where the exposure has occurred. 
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A Medical School Department of General Practice 


BY ROBERT A. DAVISON, M.D. 


PARTI 


The General Practice Clinic 


DurinG the past ten years there has been a chang- 
ing view in the approach to the management of the 
ill. The focus on the patient has changed from just 
oil immersion disease analysis to an added lower 
power perspective with more holistic emphasis. 
There is increased realization that the patient is 
more than the sum total of his parts. The awareness 
of the medical profession to the fact that illness is 
only a manifestation of the reactions of all these 
parts to the influence of disease, heredity, environ- 
ment, diet, and normal growth changes is a credit 
to the art and science of healing and a boon to the 
worried patient who cares little about the cytology 
of his tumor or the medical name of his distress, 
but looks only to relief and the ability to return to 
work, 

Medical school teaching has been guilty of dis- 
secting the patient disease-wise. It has been for- 
gotten that he is an individual with more than just 


an appendix or an early bronchogenic carcinoma, 
that he also has a mind different in appearance 
from his brain cells, a personality different from 
his uncontrollable DT’s, and a desire to get well, 
of which his interest in following the dictums of his 
physician is only a small part. As unnecessary as 
it may seem to comment, it should be emphasized 
that we must bear in mind constantly that the 
disease process also includes the patient, and 
further that that patient has a family and a physi- 
cal, social, and economic environment. 

The easiest approach to the teaching of any 
subject or group of subjects is to divide it into its 
component parts and stress the segmented vari- 
ations individually. This is the analytic approach 
and is most necessary for the critical evaluation of 
any scientific problem, but when applied medically 
to the exclusion of the art of medicine it reaches a 
point of diminishing returns in the total manage- 
ment of the patient. 

In this age of atomic thinking and production 
line industry it is not surprising that medicine’s 
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approach to the patient has taken a mathematical 
aspect, but it is startling that the purpose of medi- 
cine—THE TOTAL CARE OF THE PATIENT—has been 
neglected. We need to synthesize and promote 
health as well as to analyze and annihilate disease. 

The modern medical registrant is an eager stu- 
dent interested in learning of disease, its recog- 
nition, course, and treatment. He must be taught 
the humanities of medicine as well. He is impressed 
to an unrealistic degree by the great body of medi- 
cal knowledge to which he is repeatedly exposed. 
His orientation to the patient is segmented dra- 
matically by his lecture and clinic schedules in the 
various specialties until he comes to the unrealistic 
conclusion that skin lesions are largely cases for the 


The student makes arrangements for the hospital admission of his 
patient, or discusses from the clinic office his desire for consulta- 
tion with the specialty staff. 


dermatologist and somewhat unrelated to other 
systemic conditions, that surgical patients are sub- 
jects for the knife and have no significant medical 
or other problems, and that psychiatry deals only 
with the insane. This is an unfortunately realistic 
criticism of medical school teaching today. 


General Practitioners as Teachers 


As a step in correcting this gun barrel view of 
the patient at the student level the Faculty Council 
of the University of Tennessee College of Medicine 


in September, 1951, through the recommendations 
of Dr. Henry Packer, Chief of the Division of Pre- 
ventive Medicine, approved the adoption of an 
undergraduate program in which general practi- 
tioners were to be brought into the teaching cur- 
riculum for the orientation and training of students 
in the problems and approaches to patient care 
more typical of that encountered by the family 
doctor in actual practice. Approximately 65 per- 
cent of our students express an interest in general 
practice as their future field of work. The need for 
encouragement of students to go into this field of 
medicine is well recognized. In response to this 
recognition many medical schools have provided 
for extramural preceptorships in which students 
are assigned to general practitioners in outlying com- 
munities for a period of time. There are many ad- 
vantages and disadvantages, both academic and ad- 
ministrative, to this method. We have chosen to 
bring the general practitioner into the confines of 
the medical school and its OPD Clinics for this 
purpose, thus obviating some of the problems con- 
tingent upon extramural endeavors. The general 
practitioner has been recognized as the one best 
qualified to teach family medical care. This posi- 
tion can not be equally and realistically filled by any 
specialist because of his training, interest, and mode 
of practice. There is a great deal more to family 
medical care and the restoration of the health and 
productivity of members of that family than the 
simple recognition and treatment of organic disease. 
We are in the scientifically advanced and almost 
egotistically dogmatic twentieth century when it 
comes to recognition and treatment of organic dis- 
ease, but we are indeed in the “dark ages” of med- 
icine when it comes to the rehabilitation and adjust- 
ment of the patient and his family in restoring the 
sick person to society as a productive unit. 

It has been said that a medical school Depart- 
ment of General Practice would soon degenerate 
into nothing more than a course in medical eco- 
nomics. It has further been claimed that all the 
fields of medicine are already covered by the vari- 
ous specialty departments and that therefore the 
field of general practice, which includes phases of 
all specialties, could find no justification in being 
organized with a teaching department of its own. 
One has but to talk intimately with senior and grad- 
uating medical students to realize the fallacy of 
these assumptions. The student has been taught 
how to attack a disease, but he is “hungry” to know 
how to approach a patient, his family, and his en- 


vironment and employment relations in a thera- 
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peutic manner. Further, he has been instructed in 
the mechanistic management of rare or complicated 
medical and surgical entities but experiences little 
or nothing of the types of illnesses that will make 
up the bulk of his practice. Many graduates never 
see measles, Koplik’s spots, chickenpox, or roseola, 
the vomiting or diarrhea of stress, or the many 
causes of headache prior to getting into private 
practice. He has been taught little or nothing of 
the family perspective of medicine. He graduates 
with the notion that the Department of Public 
Health and preventive medicine are synonyms. He 
is taught the analysis of disease, or the mechanistic 
and organic approach to illness, and has little 
orientation to the synthesis of health by early rec- 
ognition of stress patterns, family problems, and 
dietary situations or other factors which fertilize 
the already plowed ground for future disease seed- 
ing of either mental or organic nature. 

The patient and home aspects of medical care 
which cannot be covered in the student’s specialty 
courses because of their natural limitation to organ 
and disease systems, but which must be covered in 
a correlative way with his specialty training so that 
the patient is viewed in a holistic manner, are best 
integrated and taught by general practitioners. 
Added to this should be lectures in medical eco- 
nomics, patient-doctor and community-doctor rela- 
tionships, medical ethics as related to colleagues, 
and dental and pharmaceutical associates; locating 
and equipping an office; local, state, and national 
medical societies—their functions and values—and 
many other pertinent subjects which offer a much 
needed teaching program best filled by general 
practitioners. 

The Department of General Practice, a compo- 
nent of the Division of Preventive Medicine of the 
University of Tennessee, has undertaken to fill many 
of these needs at the student level by the organi- 
zation of a Family Care Program (to be discussed 
in a subsequent report), a series of general practice 
lectures, and a General Practice Teaching Clinic. 
It is by no means to be considered as the ultimate 
or ideal in general practice teaching but we feel 
that it does fill a worth-while step in that direction. 
Because many of the medical schools, nearly 60 
per cent of them, have inaugurated some form of 
orientation to general practice in their teaching 
curriculum, it is thought they might be interested 
in the pattern of our department’s work with the 
possibility that through alteration and adjustment 
to their curriculum it may serve as a guide in estab- 
lishing departments of general practice elsewhere. 
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Clinic Layout and Equipment 


The General Practice Teaching Clinic is held 
from 2:00 p.m. to 4:00 p.m. daily, Monday through 
Friday. 

The clinic is equipped in the same manner as a 
good general practitioner’s office. The student is 
instructed in proper use of the facilities and is 
given opportunity to use the equipment himself. 
The conduct of the majority of medical school 
teaching clinics leaves much to be desired when 
viewed from the student’s standpoint as a process 
of learning, rather than from the staff’s standpoint 
as a process of teaching. Too frequently the appli- 
cation of medical and surgical skills and the use of 


Laboratory determinations are requested by the student doctor and 
carried out by the technician in the clinic office laboratory. 


technical devices is done by the staff with the 
student as a silent and frequently frustrated audi- 
ence. He sees a sigmoidoscopy done, or watches the 
instructor do a simple surgical biopsy. He may have 
seen many x-rays taken but has no practical con- 
ception of how to use the x-ray or centimeter meas- 
uring rule, or how to determine the proper KV or 
MAS in setting the machine for a radiograph. Many 
other practical applications of medical equipment 
are lost to the student in the crowded clinics. This 
is not intended as a criticism of the busy and heavy 
schedules of other clinics. Their work must delete 
certain things in the effort to encompass their field. 















It is no wonder, however, that the students during 
their senior year, just before becoming graduate 
physicians, express genuine enthusiasm over the 
practical learning, as well as teaching, approach of 
the General Practice Clinic. 

In the clinic there are adequate waiting rooms, 
a clerk’s record and chart cubicle (whose functions 
simulate those of a receptionist), a doctor’s office 
with a small student and staff reference library, an 
office for the social worker (located in the clinic for 
student and patient convenience in dealing with 
social problems), two small physiotherapy cubicles, 
one nurses’ utility and supply room, a small labora- 
tory, one x-ray room with a dark room cubicle, one 
minor surgery room, and eight other examining 


































Various types of medical and surgical procedures that lend them- 
selves to office management are done by the student in the clinic. 
Dr. 8. A. Davison, Director of the Department, is present as verbal 
assistant. 













rooms, each of which is equipped with the usual 
examining table with stirrups, writing desk, treat- 
ment stand, the necessary chairs and stools, and 
proper lighting equipment. There is also a corner 
curtained off as a patient’s dressing area in each 
examining room. 








X-ray 






The General Practice Clinic has a completely 
equipped x-ray and dark room service. This in- 
cludes a one hundred MA x-ray unit with tilting 
table and fluoroscopic attachment. This machine 














has a push-button milliamp control panel, and is 
set at twenty-five milliamps to demonstrate to the 
student that such milliamperage is sufficient for 
most of the x-rays of the chest and extremities he 
will encounter in practice, all of which can be 
properly done with one of the lower milliamp, less 
expensive machines. The dark room contains a 
constant-temperature developing, washing, and fix- 
ing tank to emphasize the need of good time-tem- 
perature considerations for proper x-ray film results. 
Par-screen and cardboard cassetts, photographic 
film markers, and methods of filing films and records 
are used for student instruction. The practical use 
of the machine and the dark room facilities are dis- 
cussed with the student, following which he makes 
the x-ray on his patient, develops the film, and 
interprets the findings. Appropriate x-ray safety 
devices are used with proper emphasis. 


Electrocardiography 


There is an electrocardiogram for the instruction 
of the student in the practical use of this instrument. 
If his patient presents a cardiac condition, he has 
this machine to aid in office confirmation of his 
clinical impression. The tracings are channeled 
through the Department of Medicine for final inter- 
pretation. 


Diathermy 


There is a micro-wave diathermy machine in the 
clinic available for this form of physiotherapy when 
indicated. The students are instructed in the use 
and misuse of this machine as a therapeutic agent. 

Proctosigmoidoscopic equipment, as well as 
numerous other office diagnostic and therapeutic 
facilities such as minor surgical and biopsy sets, 
lumbar puncture trays, equipment for paracentesis, 
etc., are available and frequently used by the stu- 
dent as an office procedure. 


Laboratory 


The clinic has a laboratory equipped to do many 
of the routine diagnostic tests usually done in a 
well-equipped physician’s office. It is staffed by two 
technicians who do the routine urinalyses and 
blood studies, as well as assist with x-rays and 
electrocardiograms. Stool examinations, except for 
cultures, are also done. Many other simple office 
laboratory procedures including gram stains, acid 
fast stains, spinal fluid protein, and cytology are 
done. Biopsy specimens obtained by the students, 
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special blood chemistries, or specimens for bacterio- 
logic culture are sent to the proper hospital lab- 
oratory for further study. 

Time is taken in the clinic to supervise the stu- 
dent while hé actually applies his knowledge to the 
practical use of medical instrumentalities with which 
he must be functionally familiar and which he must 
use during his internship or practice. 


Source of Patients and Patient Load 


For the benefit of good teaching and patient care 
it has been found necessary to limit the number of 
patients coming to the General Practice Teaching 
Clinic for the two-hour afternoon session to approxi- 
mately twenty. When the number is in excess of 
this, the student does not have the opportunity for 
complete study of the patient and therefore does 
not reap full benefit from the total evaluation of the 
physical and mental problems uncovered by his 
workup. 

It is important that the student coming to the 
General Practice Clinic be unable to predict what 
type of patient he will see, thus simulating office 
practice. This contrasts markedly with the specialty 
clinics where the student knows in advance of clinic 
hours whether his cases will be pediatric, medical, 
gynecologic or surgical. In the General Practice 
Clinic the student is to co-ordinate his specialty 
trainings and apply them to an unselected group of 
patients. The benefit of the lack of selection, as far 
as the student is concerned, is not lost in having a 
certain number of selected general practice pa- 
tients sent to the clinic. This selection is done by a 
physician, the Director and Admitting Officer of 
the Gailor Clinics, who purposely selects a general 
group of patients. No more than twenty patients 
are selected for any one clinic session. These pa- 
tients are selected on the following basis; five sur- 
gical cases (primarily minor surgical or diagnostic 
major surgery), five medical cases, five gynecologic 
cases, three pediatric cases, and two dermatologic 
cases. With this manner of selection a good cross- 
section of general practice patients is made avail- 
able for the clinic. 

The students are encouraged to make return ap- 
pointments with their patients on an office basis 
and no more than eight old patients may return on 
any one day. These return appointments are classi- 
fied and deducted from the total of twenty patients 
allotted for that day. Thus each student sees an 
average of two to two and a half patients per two- 
hour clinic session. 
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Sources of the patients for the clinic are as fol- 
lows: (1) New patients registering for medical at- 
tention with the Out-Patient Departments of the 
City of Memphis Hospitals; (2) patients referred to 
the clinic by other specialty clinics for procedures 
such as abdominal paracentesis, spinal taps, dia- 
thermy, and an occasional skin biopsy; (3) indigent 
patients referred by physicians in the community 
to the clinic for study and evaluation; (4) patients 
referred back to the clinic by students for follow-up 
studies. 


Source of Students 


The students assigned to the General Practice 
Clinic are eight to ten in number and come in 


Dr. L. F. Rittelmeyer, Assistant Director of the Department, orient- 
ing a student on use and misuse of diathermy as a therapeutic 
agent. 


groups of four or five each to the clinic for six days. 
They are assigned to the clinic for this period dur- 
ing both their eleventh and twelfth quarters of the 
senior year. This assignment of students for only a 
brief period of approximately one week during each 
of the two quarters is recognized as an unsatisfac- 
tory arrangement for the teaching of “follow-up” 
or “longitudinal” medical management. Small 
“blocks of time” allotted to various clinics are not 
a desirable approach to teaching clinical medicine. 
Students coming to the clinic frequently verbalize 
their desire to spend more days here where they 








can follow the patient for a longer period of time 
to study results of the practical application of their 
knowledge. We hope ultimately to make this prac- 
tical and realistic learning desire a reality. 

Every department has its growing pains. We hope 
ultimately to find a satisfactory analgesic. This prob- 
lem of teaching continuity of therapy and manage- 
ment is not peculiar to this department, or this 
school. Almost all medical school clinics are so ar- 
ranged with clinic schedules set up as “blocks of 
time.” 

The students show a mature interest in the Gen- 
eral Practice Clinic and almost unanimously express 
an objection to the brief time they are assigned 


here. They like to apply what they have learned 


right direction for the orientation of the student 
to problems he will meet in his future practice and 
which are not adequately covered by the highly 
segmented, anatomically and pathologically isolat- 
ed, approach characteristic of the specialty clinics. 

The student is urged to examine and treat all pa- 
tients according to the scope of his understanding 
and training. This is augmented by the suggestions 
and guidance of members of the General Practice 
staff. It is evident on careful observation that he has 
had adequate training in the specialty clinics but 
that he greatly lacks the initiative, self-confidence, 
and artful know-how to assume the obligation of co- 
ordinating and using this training in the care of 
patients. It is further evident that he must be guid- 


(At left) Dr. William T. Satterfield, president of the Memphis Academy of General Practice, and one of 35 visiting staff men in the de- 


partment, confers with a stud 
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safe use of r t in the office. 





and learn what they should apply. They want to do 
a complete examination, initiate therapy, and follow 
the course of the patient through to their discharge 
from treatment or the establishment of maintenance 
therapy in various chronic diseases. At the present 
time the Family Care Program (a detailed account 
of which will appear in a subsequent paper) is the 
only opportunity offered for the student to follow 
his patient for a protracted period with the ad- 
vantage of observing the results of his therapy or 
the pathogensis of disease. Our program is admit- 
tedly not ideal, but we feel that it is a step in the 


t on the diagnosis and further management of his patient. (At right) Students are taught the practical and 


ed in grasping fully the necessity of evaluating the 
patient as an individual with a disease superim- 
posed on environmental and sociologic pressures, 
rather than just a medical or surgical entity. He 
examines, evaluates, and treats the patient in the 
broadest yet scientifically practical medical sense. 


General Practice Staff—Source and Function 


The department has a Director and an Assistant 
Director, both of whom hold full-time faculty ap- 


pointments in the University Medical School. They 
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were active private general practitioners prior to 
their university staff appointments. 

The Department of General Practice is further 
staffed by a group of thirty-five general practitioners 
on a part-time basis who carry the title of Assistant 
on the university faculty teaching staff. At the 
present time twenty-three of the thirty-five part- 
time assistants are also members of the local chap- 
ter of the American Academy of General Practice. 

Several medical schools, looking favorably on the 
establishment of General Practice Departments, have 
expressed the fear that an adequate staff of qualified 
general practitioners for student teaching and su- 
pervision is not available. We have not found this 
fear warranted. Such a reason for reluctance to 
establish a department is a challenge to the Ameri- 
can Academy of General Practice and, more spe- 
cifically, to the local chapters in medical school 
communities. Are local, qualified. busy general prac- 
titioners willing to contribute time te teaching stu- 
dents the art and science of medicine peculiar only 
to the family physician by virtue of his type of 
practice and experience? It behooves local chapters 
to organize from their membership physicians who 
are interested, willing, and qualified to contribute 
time and experience to medical school teaching. 
The results of this effort should be made known to 
the medical school and the prospects of a General 
Practice Teaching Program discussed. Here at the 
University of Tennessee we have had excellent co- 
operation from the Memphis chapter in supplying 
needed staff. Other general practitioners, not in 


the Academy, have also offered excellent and quali- 
fied teaching service. 

Our visiting staff members are assigned teaching 
schedules for three hours a week during alternate 
quarters, thus reducing the time burden from their 
private practice in any year to a minimum. 

The function of the visiting staff in the General 
Practice Clinic is the teaching and supervision of 
students in the total medical management of pa- 
tients just as might be done in the office of a good 
general practitioner. 


Summary 


The purpose and teaching value offered by a 
Department of General Practice in the Medical 
School is discussed. The departmental equipment 
and physical layout, the student teaching-learning 
approach to patient management, the type and 
source of patients, and the organization, acquisition, 
and duties of the staff are discussed. 

There is a reverence and love for mankind in the 
practice of medicine that transcends all science and 
manifests itself as the art and purpose of our pro- 
fession. These cannot be taught, but student-pa- 
tient situations can be created so that they are per- 


ceived, appreciated, and absorbed. 


Part II of Dr. Davison’s discussion of a medical school’s De- 
partment of General Practice will be devoted to the Family Care 
Program functioning at the University of Tennessee and will 
appear in the October issue of GP.—PuBLISHER 





“NoT LONG aGo I visited a liberal arts college to listen to a panel of 
physicians, all returning graduates of the school, discuss the ques- 
tion, ‘If I could do it over again, in the light of my professional edu- 
cation and the experience gained from practice, what changes would 
I make in my liberal arts education?’ Several of these doctors cited 
long lists of facts that they had learned both in college and medical 
school, facts that they had never used and that happily they had for- 
gotten. They pleaded that precious time be allotted to more useful 
intellectual pursuits. I am sure they are at least partly right. But I 
am also sure that some facts are like the booster rockets that launch 
the plane with a quick burst of added power and then are jettisoned 
in flight, having served their purpose. Facts may be useful even if we 
forget them.”—Aura E. Severtncuaus, J.A.M.A., 155:417, 1954. 


Expanding Horizons 


in Medical Education 


a 
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Preceptee Davis arrives at Gardner railroad station, is greeted by 
Preceptor Reece. Young Davis’ five and a half weeks of preceptor- 
ship training is now launched. 


One of Davis’ first medical chores is to assist Dr. Reece in caring 
for a farmhand injured by a corn-picker. There's a high percentage 
of such accidents in Kansas—in fact, among farm machinery 
mishaps, they run second only to tractor accidents. Since a hand 
or foot is usually involved, a corn-picker accident can cause 
serious disability and prompt careful treatment is needed. 


Kansas University Students 
Learn Medical Way 
of Life 


AFTER experiments with various types of preceptor- 
ship programs, Kansas University Medical School 
set up four years ago the plan that has been oper- 
ating successfully ever since. At any time from the 
end of the Junior year until graduation, the medical 
student must spend five and a half weeks in a 
Kansas town of fewer than 2500 population, working 
with a qualified preceptor selected by the university 
from a group of general practitioners suggested by 
the state medical society. 

Goal for the student is a chance to learn a medical 
way of life. Although he will inevitably learn much 
about medicine, obstetrics, surgery, first aid, busi- 
ness management of a practice, this is not the 
preceptorship’s basic purpose. Mainly the preceptee 
will learn the art of medicine, he will see the art 
and practice of medicine fused into a practical 
whole. He will see the patient as a total entity. 


During the preceptorship, the student gets a lot of practical ex- 
perience in various diagnostic procedures. Here, under the close 
supervision of his preceptor, he learns to do a lumbar puncture. 
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Size of the town is stipulated because in,a small 
community the student is less apt to be exploited 
to assist other physicians or to do routine hospital 
tasks. Further, the small town gives definite contrast 
to life in the medical center where he is studying. 
There will be increased chance for a variety of 
experience, and he will enjoy a one-to-one relation- 
ship with his preceptor. He gets no pay, can never 
take over the preceptor’s work while the preceptor 
is away, must work always under direct supervision. 
The student pays his own transportation to and 
from the preceptor’s town, but the physician 
furnishes board, room and laundry. 

The preceptee makes day and night calls with 
his mentor, shares hospital rounds, participates in 
office routine. When he is sufficiently oriented, he is 
given some definite responsibility for patient care, 
and this responsibility increases in proportion to 
the student’s training and demonstrated ability. 
Students are enthusiastic about the program, rate 
the preceptorship as among their most valuable 
experiences. 

In these pictures, James Davis, a senior medical 
student at K.U. who comes himself from a Kansas 
farm, demonstrates some of the highlights of his 
experience in Gardner, Kansas, with his preceptor, 
Dr. A. S. Reece. 


Assisting in delivery is a preceptee'’s job, and here the preceptor 
gives advice on holding the new-born infant up and starting his 
breathing. This is an exciting moment for the student doctor. 
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An emergency appendectomy, late in the evening, finds the pre- 
ceptee serving as first assistant to the preceptor-surgeon. If the 
preceptor is qualified in surgery, the team functions in this man- 
ner; otherwise, the preceptor calls a qualified surgeon, serves 
as first assistant hi If; the student b d istant 





Time to return to the medical center, and the preceptee says good- 
bye to new-made friends in the ity. After attending county 
medical society and service club meetings with his preceptor, the 
student has come to know many of the town's leading citizens. 
Some of them may later help him to underwrite his future. Pos- 





sibly his preceptor may invite him to return as a partner. 








This is the second installment 
of a booklet on the duties of the doctor’s 
assistant, recently published by 

Professional Management, Waterloo, Iowa, 
and obtainable there at a small fee. 

The third and concluding installment, 
dealing with office records and routines, 
will appear in the October GP. 

— PUBLISHER 








The Medical Assistant 


‘eee A PREVIEW OF THE DOCTOR 


BY FRANCES L. MAROLD 


In the Office 


Can you imagine a hostess failing to greet a guest? 
That would be a very serious breach of etiquette! 

It is even more important in the doctor’s office 
that every patient be greeted, and by name if 
possible. 

The reception room should never be left unat- 
tended, unless it is absolutely necessary to do so. 


If you must leave your desk to assist in the treat- 
ment room or elsewhere, be sure to check back fre- 
quently to greet patients who have arrived. It may 
be well to have a soft bell or buzzer on your door 
if yours is a one-girl office and you are required to 
be away from the front desk often. This will notify 
you of the arrival of a new patient whom you will 
greet as soon as possible. Nothing is more irritating 
than waiting in an office without some assurance 
that your presence is known and considered! 

If you are at the receptionist’s desk when the door 
opens, look up and smile. Don’t wait until the pa- 
tient stands before you. You will have to look up 
then so why not do it a moment earlier and make 
the patient feel really welcome? If you cannot speak 
because you are on the phone or talking with 
another patient, at least your smile will acknowledge 
his presence and imply that you will be with him 
in a minute. But whenever you can, bid him the 
time of day and use his name! (And Do pronounce 
it correctly or it’s better left unsaid.) 

Your manner of greeting will either say ‘‘wel- 
come” to the patient or “Gosh, another interrup- 
tion!’ If you were the patient, which would you 
prefer? 

The patient should leave his name at the desk as 
soon as he arrives, and you will record it in the day 
book. At the same time you should be making men- 
tal notes of his appearance and conversation. Note 
his particular feature and try to associate it with 
his name. Remember something he said or jot it 
down on his case history. The next time he comes 
in, then, you can call him by name and say. “How 
was the fishing trip, Mr. Brown?” He will be flat- 
tered by this personal attention and his confidence 
in the doctor will rise accordingly. The doctor must 
be good—after all, he hired you as his assistant! 

After you have obtained the information you need 
from the patient, don’t just turn aside to your work. 
Tell him the doctor will see him in a few minutes 
(or if the doctor is not in as yet, explain that he is 
expected shortly). Invrre him to be seated and 
suggest, “There is a new issue of Sports Afield on 
the magazine rack, Mr. Brown. Perhaps you'd like 
to look at that.” 

You are the hostess . . . treat the patient as a 
guest and he will do everything he can to co-operate 
with you and the doctor. 


New Patients .. . 


There is certain information needed on every 
new patient. It is helpful to have a printed form pro- 
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viding for necessary information, rather than asking 
him these questions where others might overhear. 

If the patient’s name is difficult to pronounce, 
record the phonetics on the case history. The pa- 
tient with the difficult name is always impressed to 
hear it pronounced correctly the first time! 

If your doctor wishes to have you take part of the 
medical history, this must be done in private. You 
must, of course, be qualified to do this and have the 
doctor’s permission before attempting it. Extreme 
care must be taken in recording the medical and 
family history, and particularly regarding symptoms 
and onset of the present disease. Remember, what 
you record may affect the diagnosis and treatment 
of the patient! 


Will You Come in, Please? 


How often do you hear the medical assistant call- 
ing a patient into the examining room by saying, 
“You can come back now.” How much nicer it 
would be if you were to say, “Will you come in now, 
please, Mr. Brown?” or ‘Doctor will see you now, 
Mr. Brown. Won’t you come in, please?” 

If at all possible, show the patient to the exam- 
ining room rather than pointing the way or giving 
him a room number. If he was reading a magazine 
when you called him and you think he may have a 
few minutes to wait in the examining room, suggest 
that he take it with him. Seconds become hours in 
the sterile atmosphere of the examining room and 
he will be pleased to have something to distract 
him. 

Dressing rooms are ideal, particularly for the 
woman patient. If she is to disrobe, give specific in- 
structions as to what clothing to remove. And pro- 


vide a robe or sheet for her to slip around her until 


the doctor arrives. Assure her that you will return 
in a few minutes, and then do so! See that she is 
completely draped before the doctor comes in. You 
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will, of course, remain in the room during pelvic 
examinations. This is a protection for your doctor 
against any false charges. 

Handicapped patients may need assistance in 
disrobing. Offer to help as they may be shy about 
requesting it. Keep your manner professional but 
friendly. Many patients are self-conscious about dis- 
robing. By your manner and instructions you can 
help them overcome this discomfort and they will 
greatly appreciate it. 

If your doctor does not complete his examination 
with instructions to the patient to dress and come 
into his consultation office, be sure you drop back 
to tell him this. Generally, however, the doctor will 
take care of these instructions, but the patient may 
welcome your return to point out the consultation 
office, especially if it is his first visit. 


Drop-ins ... 


The problem of patients who do not have ap- 
pointments is ever-present. In the case of an emer- 
gency, you will naturally want to have the doctor 
see the patient regardless of how busy his day may 
be. Nothing can cause the loss of good will more 
readily than a curt “Doctor’s schedule is all filled 


>] 


up for today” when the patient really needs assist- 





ance. This is an unpardonable offense! If there is a 
question in your mind as to whether or not the pa- 
tient is an emergency, you might have the nurse 
speak with him. 

When a non-emergency patient drops in to see 
the doctor without an appointment, your first sug- 
gestion should be that ‘Doctor has a very busy 
schedule today, Mrs. Jones. Could you stop in again 
on Friday? He would be able to give you more time 
then.” 

If the patient says she will wait, then it is up to 
you to explain that in all fairness to those patients 
who have made appointments, Doctor will have to 
see them at the scheduled time. But tell her you 
will do your best to work her in as soon as possible. 
Then suggest that next time she call in advance in 
order to save time for herself. 

In the case of a new patient who might not have 
known your doctor worked by appointment, try to 
arrange to see him fairly promptly so as to retain 
his good will. But if the patient is a constant drop- 
in who selfishly disregards your requests or other 
patients’ rights, let him wait long enough to cure 
him of this habit. However, at all times be very 
courteous and explain in advance that it will be 
some time before the doctor can see him. Remind 
him that if he had an appointment, he would expect 
to be seen on time, too, and would object to having 
others sent in before him. 


Receiving Payments... 


The doctor is rendering the most valuable service 
a man can receive . . . and he deserves to be paid for 
that service. However, the doctor’s code of ethics 
makes the rendering of that service his first consid- 
eration; remuneration is secondary. That’s where 
you come in! 

Any discussion of finances, except for quotation 
of fees, should be between you and the patient. The 
doctor will simply refer the patient to you, but you 
must be prepared to handle him. 

Your first approach is generally termed an “air 
of expectancy.” As the patient is dismissed and 
passes your desk, you will naturally look up. You 
may automatically reach for the pen and receipt 
book, suggesting that it is customary for patients 
to pay as they leave. If the patient makes no move 
to pay, it is perfectly in order for you to inquire 
casually, ‘Do you want to take care of that today, 
Mr. Smith?” 

Obviously your approach to each patient will be 
different. There will be some patients who have been 


coming to doctor for years and who have always 
paid their accounts monthly or at the end of treat- 
ment. You will not want to antagonize these people 
by suggesting another method when theirs has been 
perfectly satisfactory. 

However, a new patient may not know what is 
expected of him. He may ask which you’d prefer 
and your reply should be, “Most of our patients 
prefer to pay as they go, Mr. Brown.” If he says, 
“I'd rather take care of it at the end of the treat- 
ments,” unless you know he is a poor credit risk, 
you can only smile and reply, ‘That will be fine, 
Mr. Brown. And in the meantime we send monthly 
statements as our patients like to be kept informed 
of their accounts.” 

Finally, be sure that you make out a receipt for 
every payment received. And do say “thank you”! 


Delinquents .. . 


Delinquent accounts are one of the greatest trials 
in a doctor’s office. And yet statistics show that 
almost 90 per cent of the delinquent accounts are 
the fault not of the patient, but of the doctor and 
his staff! 

It is imperative, then, that you set up an effective 
and ethical credit policy in your office and follow 
it religiously. 

First of all, it is important for your office to be 
so arranged that departing patients must pass your 
desk and that some portion of your office is con- 
cealed from the eyes and ears of the reception room 
to enable you to discuss payment of accounts. Ob- 
viously you should be at your desk when patients 
leave or your opportunity is lost. 

Following is an ideal arrangement of the busi- 
ness office in relation to the reception room. Any 
variation of this plan to accomplish the same pur- 
pose would, of course, be effective. 
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The Credit Report... 


If there is a good credit bureau in your city, then 
your doctor should be a member. The credit report 
is an excellent tool to prevent delinquency. On new 
patients, when a patient is to have extended treat- 
ment or surgery, and on obstetrical patients it is 
always wise to obtain a credit report. This is the 
easiest and surest way to determine in advance 
whether arrangements for payment need to be made 
at once. 

It is well for the doctor to explain a large fee to 
the patient prior to treatment, and to conclude his 
explanation by saying, “Any arrangements for pay- 
ment that you make with my secretary will be per- 
fectly all right with me.” 

Then, fortified with the knowledge of the pa- 
tient’s paying habits, you may talk with him at the 
end of the first visit or when he comes in for his 
second treatment. Your remarks may be on this 
order: 

Mr. Brown, Doctor has advised me that you will 
be having treatment for some time. Rather than be- 
ing presented with a large bill at the end of service, 
most of our patients prefer to make regular pay- 
ments as they go along so the bill will be taken care 
of when treatment has been completed. Would you 
like to do that, too?” 

Naturally, if you know the patient is inclined to 
be poor pay, you will word your question differ- 
ently, such as ‘Rather than presenting our patients 
with a large bill at the end of service, we prefer to 
have them make regular payments as they go along. 
What arrangements would be most convenient for 
you, Mr. Brown?” 

This will almost force him to decide upon a defi- 
nite payment plan, and indicating that it is routine 
procedure for all patients prevents an injury to his 
pride. He will be much more inelined to co-operate 
if he feels everyone else is doing the same. 

Never let the patient think you doubt his ability 
or willingness to pay. Emphasize the convenience 
to him, the relief of not having a large bill at the end 
of treatment. For obstetrical cases, stress the fact 
that it will be helpful not to have a doctor bill to pay 
at the same time the hospital bill is presented. 

Whatever you do, make the patient feel you are 
doing him a favor by requesting payment as he goes, 
because you are! For the average person, avoiding 
lump sum payments is always the easy way. 

Your knowledge of his paying ability and habits 
will help you phrase your remarks just right. And 
don’t forget to smile and be pleasant as you talk. 
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Suppose, however, that you failed to make ad- 
vance arrangements for payment with a patient 
whom you expected to be good pay. After he has 
been coming in for some time without offering to 
pay, you had better find out for sure what his pay- 
ing habits are. If you learn that he has a poor credit 
rating, then it’s time you had a little visit with him. 

The next time he comes in, either before he sees 
the doctor or before he leaves the office, ask to talk 
with him. If there is no privacy in your business 
office, then take his financial card into the examin- 
ing room and talk with him there. 

You might begin this way: “Mr. Brown, your ac- 
count has been running for some time, and we were 
wondering if you were aware of it. We mention this 


because very often a large medical bill presented at 


the end of treatment causes a hardship to the pa- 
tient and we certainly don’t want to make it difficult 
for anyone. 

‘Most of our patients prefer to pay something 
during the course of treatment to avoid this, and 
we felt you would want to do so, too. 

“Now any amount you wish to pay will be per- 
fectly all right, Mr. Brown; perhaps $5.00 weekly 
or $10.00 a month?” 

Let him take it from there. You are tossing the 
ball back to him in such a way as to force him to 
take it. Generally he will suggest the amount and 





pin him down as to time . . . “When would it be 
most convenient for you to pay this, Mr. Brown?” 
Then mark it on his card so he will know this pay- 
ment will be expected. 

**Thank you so much, Mr. Brown. Doctor never 
likes to feel his charges cause any hardship and we 
know you will find this most helpful.” 

Nine out of ten cases will respond in this manner. 
One may occasionally assume an injured air, but if 
you have good credit information to back you up, 
you need not worry. Those who react adversely are 
usually the ones who will turn out to be collection 
accounts, so don’t let it fool you. Be very friendly 
and courteous and don’t adopt a self-righteous atti- 
tude, and you will usually win their co-operation. 


Inactive Delinquents .. . 


What about the patient whose account has be- 
come delinquent, but who is no longer seeing the 
doctor? 

Monthly statements should be part of your col- 
lection routine and should be sent regularly to all 
patients with very few exceptions. If the patient has 
received three statements and still fails to pay, it’s 
time for you to send him a personal letter. Very 
often a written reminder of an overdue account will 
bring forth payment quite promptly. Sometimes, 
however, it may take several of these letters to ac- 
complish the desired results. 

Suggestions for effective collection letters are 
given later in this book. 


Collection Agencies... 


When you have used every means at your dis- 
posal for encouraging patients to meet their obliga- 
tion and they refuse to cooperate, you have no al- 
ternative but to turn the account to a professional 
collector. 

There is no stigma attached to such procedures 
so long as you choose a collection agency or lawyer 
whose reputation is above reproach. Choose your 
collector with care, because you do not wish to 
arouse any antagonism even though you are per- 
fectly justified in seeking to enforce collections. 

In educating the patient to proper paying habits, 
it is important that when you inform him it will be 
necessary to turn his account in for collection unless 
paid, you do so! He should first be notified that pro- 
fessional help will be sought unless the account is 
paid within ten days. After this any statement or 
further effort on your part will be ineffective. Fail- 


ure to follow through only tells the patient that you 
do not mean what you say. 

In addition an account deteriorates with each 
month and becomes increasingly hard to collect. 
So why delay? Before you threaten collection you 
have exhausted every means at your disposal and 
he won’t be any more likely to pay with a repetition 
of those efforts. 

After the account has been listed with the agency, 
withdraw it from your active accounts file and place 
it under a separate section entitled “Collection Ac- 
counts.” All payments you may receive from then 
on must be reported to your collector, and you 
should avoid making any arrangements with the 
patient. 

Should the patient contact you direct with a sug- 
gested payment plan, tell him you are sorry he did 
not call you before, but that you had no alternative 
under the circumstances except to turn his account 
to a professional collector. 

Here again, don’t be self-righteous; just be gently 
firm as you tell him you are extremely sorry the 
action was necessary, but his failure to respond to 
either statements or letters left you no alternative. 


Keep the Patient Informed... 


If your doctor calls in to tell you he has been de- 
layed and there are patients waiting, relay this mes- 
sage to them and tell them approximately how long 
it will be. Just one such sentence will keep the blood 
pressure down in many cases. Even the most re- 
spectful patient becomes nervous and irritated when 
he must wait indefinitely without some explanation 
or assurance of how long it must go on! Offer to 
make another appointment for him if he prefers. A 
little consideration and personal attention will en- 
able you to work out the most satisfactory solution. 
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Other Callers ... 


As in the case of telephone calls, doctors who 
come into the office, whether alone or with a patient, 
should be placed in an examining room, or in the 
consultation room at once. Your doctor should 
then be told that Dr. Adams is in his office so he 
will go there immediately after finishing treatment 
of the patient. Call the doctor by name as you 
usher him in before waiting patients; they might 
be irritated if they think another patient is being 
given priority; they won’t if they know it’s a doctor. 

Every office has certain drug and equipment sales- 
men and business representatives who are regular 
callers. These men are used to dealing with doctors 
and will be considerate of their time. They will 
quickly state their business to you and co-operate 
in seeing the doctor at his convenience. You should 
learn to know this type of caller and even if it is 
someone new, let him explain his purpose. Then 
give your doctor a chance to make up his own mind. 
Inform him of the situation and if he agrees to see 
the representative, you can be sure it will be only 
for a few minutes. 

Those who refuse to state their business are usu- 
ally people who are afraid the doctor will not see 
them. Explain to them that the doctor is busy and 
it may be some time before he could see them. If the 
caller wishes to wait, you have no choice but to 
show him in at his turn. However, if your doctor 
works by appointment, you have an out. 

Explain the appointment system to the caller and 
suggest he make an appointment for another day. 
If he says he will drop back again, remind him that 
it will still be necessary to have an appointment 
unless you can give the doctor a message for him. 

Those who are soliciting should be told that you 
will give the doctor the message and will let them 
know what he can do or if he wishes to contribute. 
Then be sure you follow through on this. 

On a busy day nothing can be more irritating to 
a doctor than having a “patient” turn out to be sell- 
ing tickets to a play. If you are alert, this will not 
happen. 


When the patient leaves, try to bid him goodbye. 
Wish him a pleasant week-end if it is a Friday or 
Saturday, or a nice vacation, or anything personal 
you can think of. Patients love this extra attention! 

Treat every patient as if he were a guest in your 
home and you can be sure he will leave with a lighter 
heart and singing your praises! 
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By Letter... 


Besides the telephone and personal contact, you 
have another contact with patients and business and 
professional associates. This is by letter. It is amaz- 
ing how much good will or antagonism can be built 
through letters. A good letter will tell the recipient 
many things about you, your doctor and your office. 

Letters that are neat, correct, and well-spaced are 
a compliment to you. Letters with misspelled words, 


trite expressions, or smudges tell the recipient that 


yours is an inefficient office and what is worse, in- 
sinuate that the doctor’s medical habits may be of 
the same quality as he permits in his office. 
Here are some rules and suggestions for writing 
effective letters: 
1. Have the correct spelling of the name, and the 
right initials. 
. Use the proper title, salutation and compli- 
mentary close. 
. Keep your margins on all sides in balance. 
. Strike-overs are not permissible. Even neat 
erasures should not be numerous! 
. Never guess on the spelling of a word. 
. Avoid trite expressions and words that an- 
tagonize: 
a. ‘Tell’? them, don’t “advise”? them. 
b. “According to,” not “as per.” 
c. “At present” is preferred to “At this time.” 





. “We are enclosing,” not “enclosed please 


find” or “enclosed herewith.” 

Be “pleased to tell,” don’t “beg to state.” 
Avoid closing with “I am” or “‘we are”; 
don’t “Thank you in advance,” say, ‘We 
will appreciate any assistance you may 
give us.” 

. Don’t mention his “complaint,” “claim,” 
“failure,” “‘mistake,” or anything that im- 
putes to him undesirable characteristics. 

Use a positive approach. 
Be definite in your request—‘We would ap- 
preciate a reply by return mail.” 

. Avoid unnecessary words—‘Your letter ar- 
rived AT A TIME when I was out of town” 
or “While I was in THE cITy oF Chicago.” 

. Sign all letters with pen and ink. If the doctor 
does not sign his letters personally, then you 
should sign his name for him. But do not place 
your initials under his name. This implies he 
did not read the letter and the recipient may 
question the contents (particularly when re- 
ferring to a case) or feel the doctor did not 
consider him worth the time it took to read 
and sign the letter. 
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Letters You Will Write . . . 


There are various types of letters you will be 
called upon to write. It should be matter of course 
for you to handle many of these without definite in- 
structions. For instance, a brief letter to a person 
referring a patient to you is a splendid public rela- 
tions and practice builder. So is a letter to a refer- 
ring doctor. Simply say that you appreciate his 
confidence and will do your utmost to serve the 
patient well. 

Naturally any correspondence dictated by the 
doctor should be typed up and mailed that day or 
the following day at the latest. Medical reports to 
referring doctors must be sent out promptly! Co- 
operation between you and the doctor will make 
this possible. 

When a patient writes for an appointment, it will 
be up to you to verify that appointment by letter. 
If you cannot give him the requested date, make 
another appointment and ask him to let you know 
if it is not convenient and you will work out some 
other arrangements. But do tell him you are sorry 
you cannot comply with his requests and give him 
the reason why it is impossible. 

Doctors should all be active in community affairs 
and will want to contribute to many worth-while 


causes. However, there may be times when it will 
be impossible. Often it will be up to you to write 
the letters of acceptance or rejection for the doctor. 

In sending a contribution, you will state that you 
are pleased to enclose a check and extend good 
wishes in the campaign or words to that effect. If a 
reply is required in rejecting an opportunity to con- 
tribute, you may say that the doctor would like very 
much to help as he recognizes the merit of their 
particular interest or drive, but that his extensive 
program for contributions has been allocated. 

Much the same type of letter can be sent in an- 
swer to requests for the doctor to serve on various 
committees, give talks, etc. Either he is pleased to 
accept or regrets very much that some other com- 
mitment prevents him from doing so. 

Doctors who are public relations conscious will 
often take a few moments to send congratulatory or 
good luck letters to colleagues who have opened 
practice, received some merit, passed their boards, 
or the like. Your doctor should merely have to say 
to you, “Congratulate Doctor Jones on his article 
in the Journal this month, will you? Tell him it 
was fine.” You will then look up the title of the 
article and see that a letter is sent promptly. 

Finally, there are collection letters. It is well to 
have a general letter series that you can use on de- 
linquent accounts. These should be hand-typed as 
it is the personal touch and regularity that makes 


them effective. Having a form to copy is much easier 


and faster than composing your own letter for each 
patient. 

The most effective procedure to follow is this: 
After a patient has received three consecutive state- 
ments (ninety days have elapsed) without activity 
or response, it is time to send a reminder. The first 
letter should be simple and short, implying that 
there is some good reason why the patient has not 
paid his account. It may also be well to inquire 
whether the patient has a question regarding the 
account. 

The following month, if no payment or response 
has been received, a second letter should be sent. 
This should remind the patient of the previous let- 
ter, and mention that you have no desire to be coer- 
cive, but wish to have the patient take care of his 
account in a manner convenient to him. 

The third month it is advisable to become a little 
more forceful. State that you cannot understand 
why he has not contacted you, but hope that it will 
not be necessary to enforce payment through a pro- 
fessional collector. Conclude by requesting that he 
get in touch with you at once. 
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If there is no response to this letter, you may be 
fairly certain you will not be able to collect the ac- 
count by your own efforts. At this point send a final 
note to the patient stating that the account will be 
turned over for collection if payment is not received 
within ten days. 

Then if payment is not forthcoming, by all means 
do turn the account in for collection promptly! 

Suppose, however, a patient does make a pay- 
ment after one of these letters? Depending upon the 
size of the account and of the payment, you will 
either send a statement or another letter. If the ac- 
count is large and the payment small, it is suggested 
that you thank the patient for the payment and re- 
question that he make arrangements to continue 
them regularly. 

If the payment is large, you may wish to thank 
him personally for it also, and the wording of your 
letter will not stress the balance due. Or you may 
simply send another statement at the end of the 
month. However, the following month if no pay- 
ment is made, a “thank you—come again” letter 
should definitely be sent. 

If the thank you letter does not effect another 
payment, then the following month the next letter 
in the series of four should be sent. 

Suppose a patient promises to pay? Then either 
drop him a note thanking him for the promise and 
stating that you will expect him on that date or 
wait to see if he keeps his promise. (If he does, and 
comes into the office, by all means settle with him 
then on how he is going to take care of the bal- 
ance.) If he fails to keep his promise, then you will 
remind him of it and tell him you will expect to 
hear from him shortly. 

Finally, there is the patient who informs you he 
simply cannot pay for several months and gives a 
justifiable reason for it. You should, of course, mark 
his promise or excuse on the card and after three to 
six months (depending on his reason and the size of 
his account) a letter should be sent. This letter will 
ask if conditions have improved and request him to 
contact you again. 

Standard letters can be set up for most of the 
above cases and it will be much easier to get them 
out. All collection letters should be signed by you 
and personally addressed to the responsible party. 
If the account is for a minor, it is well to state the 
minor’s name. This is an added personal touch and 


it is this personal attention that is largely respon- 
sible for the success of the letter. The amount due, 
of course, should be included. 

The power of a neat, courteous collection letter to 
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effect payment should not be overlooked. It is well 
worth the time it takes to compose and send it. 
Make your collection letters build good will as they 
collect amounts due. 

If you set up a series of collection letters, it is 
not necessary to make up carbons of those letters. 
Merely indicate the number of the letter and the 
date it is sent on the patient’s financial card. This 
will remind you at a glance, if the patient comes in, 
that he has had a letter. All replies or promises, of 
course, are also noted on his card. 

On all other letters, carbons must be made and 
filed for future reference. This is important, par- 
ticularly on referral letters and medical reports. 


* * * 


These are your three means of contact with pa- 
tients, then . . . over the telephone, in person, and 
by letter. If you put forth every effort to be courte- 
ous and helpful to others in your dealings with 
them, you can be certain yours will be the kind of 
office they will praise. And in their eyes, and those 
of your doctor, you will indeed be the perfect med- 
ical hostess! 


The third and concluding section of THe Mepicat AssisTANT, 
to appear in October GP, will discuss office records, filing, and 
the handling of appointments. 





Dot Buvese 


“Get your mind off hunting for a while. 
In fact, I'd advise you not to go near 
any woods for some time.” 














Trends and Events in the Nation’s Capital 


Health Plans Move Forward 


FEDERAL AGENCIES, principally the Department of 
Health, Education and Welfare, are busily imple- 
menting the sizable quantity of health legislation 
enacted in the closing weeks of Congress. President 
Eisenhower did not get the reinsurance program he 
had requested, but Congress granted most of the 
other medical measures on his list. 

In the forefront are the new laws which signifi- 
cantly expand the scope of the Hill-Burton hospital 
construction program and increase the Federal role 
in assisting the states in medical and vocational re- 
habilitation of the physically handicapped. Both 
programs will soon register their impact throughout 
the country, the one going into new fields of outpa- 
tient center and nursing home construction and the 
other placing increased emphasis on physical exam- 
ination and medical reconditioning of the handi- 
capped. 

Congress has appropriated funds sufficient to 
start these plans, which are authorized to extend 
over a period of years. Participation will be up to 
the various states themselves. 


Indians to Public Health Service 


Medical care and hospitalization of the country’s 
Indians, for decades a responsibility of the Depart- 
ment of Interior, have been shifted to the U.S. Pub- 
lic Health Service by mandate of Congress. 

Senators and Congressmen from several western 
states, notably Oklahoma, resisted the transfer on 
the ground that all Indian services—health, educa- 
tion, welfare, etc.—should remain in a single bureau. 
But Congress felt that a higher quality of medical 
care could be provided by the commissioned per- 
sonnel of Public Health Service. The Indian hospi- 


tals, whose employes come under Civil Service, have 
long suffered from professional understaffing. 

Administrative management of its new responsi- 
bility has not yet been decided by PHS. A new bu- 
reau may be created to operate the Indian health 
program. 


Last Months for Doctor-Draft Law 


The doctor-draft law has 10 months of life left 
and, barring a national emergency, it will be per- 
mitted to expire. 

At the close of the government’s fiscal year on 
June 30, figures submitted by state draft boards and 
compiled by Selective Service headquarters disclosed 
the following information on special medical regis- 
trants: 

There are 112,912 living special registrants, more 
than 90 per cent of whom have been classified by 
their local draft boards. By priority, they are dis- 
tributed as follows: Priority I, 9,661; Priority II, 
2,064; Priority III, 36,662, and Priority IV, 64,525. 

In priority I, 542 were in 1-A and physically ac- 
ceptable for military duty, as of June 30. Holding 
deferment for essentiality (including residency 
training as well as community requirements) were 
444 in this group. Deferred as 4-F’s were 1,714. The 
greatest number—4,454—were serving or had com- 
pleted their military duty. 

Approximately one-third (637) of the Priority II 
physicians had fulfilled their military obligations or 
were in process of doing so. In the 1-A pool were 
only 164 names and it was virtually certain that the 
majority of these doctors, as well as most of the 542 
1-A’s in Priority I, would be taken in the summer 
and fall draft calls recently ordered by the United 
States Navy and Air Force. 

In Priorities I and II are those physicians who re- 
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ceived all or part of their professional education at 
government expense or who were deferred from 
military service in World War II. Nonveterans 
(since 1940) are in Priority III and veterans in IV. 

The Selective Service compilation shows that 
33,898 of the 36,662 living registrants in Priority 
III have been classified. Although it is the policy not 
to process III’s who are past age 32, 7,996 of them 
already are in 1-A and physically qualified and an 
additional 5,072 in 1-A but still awaiting physical 
examination. 

In Priority III are 4,656 registrants no longer 
vulnerable to the doctor-draft because they have 
passed their 51st birthday. Another 7,268 are prac- 
tically out of reach, having been classified 4-F. 
Holding deferment for essentiality (2-A) are 4,654 
individuals. 

Since the special draft law was enacted in 1950, 17 
physicians have been inducted as privates—14 in 
Priority I, one in II and two in III. 


Health Laws Still Before Congress 


Whichever party captures control of the 84th 
Congress, national health legislation is certain to 
occupy a prominent place in its working schedule. 


The Department of Defense is expected tu re- 
quest authorization to standardize medical care and 
hospitalization for dependents of servicemen, with 
the Secretary of Defense given the option of utiliz- 
ing civilian doctors and facilities where indicated. 
(A bill along this line made no headway in the 1954 
session.) 

The Administration will seek Congressional pas- 
sage of a bill setting up a contributory health insur- 
ance program for federal employes and their de- 
pendents, which would involve a total potential of 
at least 4,000,000 individuals. In this case, too, legis- 
lation was introduced in 1954 but too late for 
enactment. 

Undoubtedly the armed services, facing termina- 
tion of the doctor-draft law, will ask for legislation 
creating medical scholarships as a means of produc- 
ing a steady, though small, annual increment for the 
regular medical corps. 

President Eisenhower has indicated emphatically 
that he has not given up on reinsurance; therefore it 
may be expected that fresh effort will be made in 
1955 to push through this plan for Federal financial 
backing to induce health insurance underwriters to 
offer more liberal contracts at lower premium cost. 





WHAT OTHERS ARE SAYING.. 


Sound Building at the Local Level 


Tue American College of Surgeons held a successful 
four day meeting the first week in March at the 
Fontenelle Hotel. 

Doctor Paul R. Hawley, Director of the College, 
brought out some interesting points in his address 
to the banquet group. 

“The problem is not with the individual physi- 
cian,” said Dr. Hawley, “but with his medical or- 
ganization. The patient holds his own physician in 
high regard and is confident in him. He wants to be- 
lieve in his doctor. But,” went on Doctor Hawley, 
“the antagonism is directed at these same doctors 
as a group. Unfortunately, many fine doctors will 
not contribute their share to medical organization. 
It is often left to a few. No matter how competent 
or how sincere those few are, new men have fresh 
viewpoints and their cooperation is needed.” 

According to Doctor Hawley, the doctors have 
only themselves to blame. Doctor Hawley praised 
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highly the recent step taken by the staffs of the 
Lincoln, Nebraska hospitals whereby they have all 
agreed to open their books for inspection at any 
time. “This will gain national acclaim,” said Dr. 
Hawley,” and become known as ‘The Lincoln Plan.’ ” 

In retrospect, one wonders however, if ali the 
criticism of organized medicine is warranted. Ad- 
mittedly, too much is left to too few. Admittedly, 
also, the “‘ostrich-head-in-the-sand” attitude will 
accomplish nothing. 

But, what will “public flaying” of each other 
help? It would seem if all the national medical 
groups would pull together rather than publicly 
criticize each other, much more could be accom- 
plished. Opponents to the private practice of medi- 
cine are certainly pulling strongly enough the other 
way to cause all the disturbance that medical organ- 
ization can handle! 

There is much to be done, but it won’t be done, 
until the many individual physicians whom the 
individual patients respect, develop pride in their 
medical organization and build it soundly at the 
local level.—Editorial in The Bulletin of the Omaha- 
Douglas County Medical Society, April, 1954. 





CG 


Business Problem Clinic 





For convenience of physicians who want help in un- 
snarling problems connected with the business end of 
their practice, GP is starting here a business problem 
clinic. Send your questions in to the Business & Eco- 
nomics Department, GP, 406 West 34th Street, Kan- 
sas City, Missouri. We'll call in qualified authorities, 
where necessary, to help us come up with the right 
answer to your special difficulty. 





Q. Is there anything that can be done about the problem of 
sending statements at the end of the month? With the work 
load in my office it seems that we never can get our state- 


ments out on time. —4J.R.D., M.D. 


a. We would suggest that you give considera- 
tion to using what is called “cycle billing.” De- 
pending on the number of statements you have to 
send, you might divide your Accounts Receivable 
file into two parts and send one-half the statements 
every two weeks. If you have an unusually large 
number of statements to send, you might divide 
your file so you will send a portion of the state- 
ments every week. This will do away with the addi- 
tional work load at the end of the month, and once 
the routine is established it should not have any 
effect on your collections. If your statement cover- 
age is now late, chances are that “‘cycle billing” 
will help to increase your collection percentage. 


Q. What is the best way to handle patients who feel the fee 
for services received is too high? —L.R.S., M.D. 


a. If the patient has a complete understanding 
of the services rendered, there should be no objec- 
tion to the fee charged. A lump sum fee set for a 
physical examination or other procedures might 
draw criticism if the patient does not understand 
what services were rendered. For this reason, it is 
felt that the use of the charge slip, which will show 
the patient a breakdown of the fee charged at every 
visit, should do away with any criticism. If there is 
an objection to the charges, it can best be settled at 
that time, rather than postponing it for two or 
three weeks until such time as the patient receives 


the statement. The use of itemized statements show- 
ing the various charges for consultation, laboratory 
fees, x-ray fees, medications, and so forth, will sub- 
stantiate your fee much more readily than a flat 
charge. 


Q. Are life insurance proceeds upon the death of the insured 
included in the general estate subject to federal estate taxes? 
If so, what is the rate of tax, and where can information be 
obtained on federal estate tax rules and regulations in general? 
—S.F.H., M.D. 


A. Life insurance proceeds are generally in- 
cluded in the estate of any physician who expires. 
The rate of tax that any estate would be subject to 
varies so much that it would be impossible to give 
accurate rates. We would suggest that you list all 
your assets, including life insurance, and also your 
obligations. then arrange to have these reviewed by 
your attorney and life insurance man so an accurate 
determination could be made as to any estate tax 
liabilities you might have. Volume 148-149 of the 
Journal of the American Medical Association carries 
an article “Estate Planning for Physicians” by W. 
S. McClanahan, a member of the Illinois Bar and 
Assistant Vice-President of the Lake Shore National 
Bank, Chicago. The article, which gives considera- 
tion to the physician’s individual estate problem, 
has been reproduced in pamphlet form and can be 
obtained at nominal cost from Research & Review 
Service, Inc., 123 West North Street, Indianapolis 
9, Indiana. A reading of this pamphlet may aid you 
in clarifying your own thinking on this important 
matter. 


Q. My practice is located in a small town and | have been told 
that working on an appointment system will help me to handle 


my practice more readily. Is this true? —L.S.F., M.D. 


a. The appointment system is used by physicians 
in many of the smaller communities. However, due 
to the uncertain work hours in rural areas, your 
appointment system will have to be more flexible 
than in the larger cities. Working by appointment 
is just a matter of educating your patients to this 
procedure. Appointments should never be sched- 
uled for every period of the day. Leeway should be 
left in each day’s schedule for a certain number of 
drop-ins or emergencies. If the appointment system 
is strictly followed through, it is only a relatively 
short period of time before it can be made to oper- 
ate very efficiently. This, then, will give you an 
opportunity to run your practice instead of having 
it run you. 
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A Formulary for External Therapy of the Skin. By Chester N. 
Frazier, M.D., and Irvin H. Blank, Ph.D. Pp. 118. Price, 
$3.25. Charles C Thomas, Springfield, Ill., 1954. 

This short and exceptionally readable publication 
was prepared originally as a formulary to serve the gen- 
eral use of the clinical staff of the Massachusetts Gen- 
eral Hospital. The authors have done much to reorient 
thinking in the field of dermatology and topical therapy. 
Instead of being encyclopedic, the book has brevity, 
achieved through elimination of all superfluous mate- 
rial. There is strict limitation to the objectives of ex- 
ternal therapy :—"‘palliative relief of symptoms. The 
measures to be taken to assist nature in the restoration 
of the skin to health when it is diseased are few if crit- 
ical selection is made of them.” 

The authors hasten to point out that the integu- 
mentary system is a vital part of the whole living or- 
gaxism; and that topical or external therapy is not the 
only approach to the treatment of diseased skin. In the 
past, this topical treatment has been clouded by much 
empiricism and irrationality. In this publication there 
are many obvious and purposeful omissions, either be- 
cause there is no good reason for continuing their use 
or because of inadequate proof of any therapeutic ef- 
ficacy. The resulting formulary is as free of nonsense 
as it could possibly be. 

Concise discussions of the objectives of external ther- 
apy of the skin and of the principles of treatment are 
so convincingly presented that the reader wonders why 
such a publication was not made available to him during 
those confusing days in medical school classes in der- 
matology. The authors deliberately and delightfully ap- 
proach close to heretical teaching when they debunk 
the use of such time-honored “‘weapons” as solutions 
of boric acid, magnesium sulfate, potassium perman- 
ganate, and Burow’s solution. 

The book cleverly and entertainingly discusses under 
separate categories: 1. Cleansing of the skin; 2. Oint- 
ment vehicles; 3. Emollients and protectives; 4. Anti- 
pruritics; 5. Antieczematous and antiseborrheic agents; 
and 6. Antiperspirants. After covering each of these 
categories in a rational and thoroughly understandable 
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way, the authors present their formulary—a most log- 
ical and simplified approach to external therapy of the 
skin. 

I cannot praise this publication too highly! It belongs 
in the library of every doctor of medicine and every 
medical student! The authors are to be commended for 
their forthright clarification of a field of medicine which 
has all too long been caught in the cul-de-sac of con- 
vention. By its interest in nomenclature and descrip- 
tion, dermatology has largely avoided the functional and 
dynamic in disease. Orchids to Doctors Frazier and 
Blank for making such a treatise available! 


—Horace W. Esusacnu, M.D. 


Surgical Urology. By R. H. Flocks, M.D. and David Culp, M.D. 
Pp. 392. Price, $9.75. Year Book Publishers, Inc., Chi- 
cago, 1954. 


The authors present this publication as a means of 
“bringing together under one roof, so to speak, the 
more important anatomic, physiologic, and surgical prin- 
ciples involved in operative urology.” They hasten to 
point out, however, that the practice of urology is more 
than the performance of surgical procedures upon those 
organs making up the urinary tract and the male 
genitalia. 

The book is designed to aid the urologist with regard 
to the surgical armamentarium and the technical details 
involved in the selected operation. One finds details on 
how to gain access to the area concerned and what types 
of procedures are available once access has been gained. 
The technical performance of the possible procedures 
is described and illustrated with clear and concise 
diagrams. 

This publication is not designed to give a complete 
description of all phases of urologic disease and its 
management. Its purpose is, in short, to aid the phy- 
sician in the performance of the operative portion of 
the management of his patient. Thus, this book will be 
helpful to the resident in urology, to the practicing 
urologist, and to the teacher of urology. It may also be 
of aid to those physicians and surgeons who at times 
are confronted with the care of patients with urologic 


disease. I doubt, however, that the average general 
practitioner would have much practical need for this 
book; but his understanding of the surgical problems 
of his urologist colleague would be much enhanced by 
his reading of this publication. 

—Horace W. Esupacu, M.D. 


Atlas of Orthopedic Traction Procedures. By Carlo Scuderi, 
M.D. Pp. 230. Price, $12.50. The C. V. Mosby Company, 
St. Louis, 1954. 


In this book will be found procedures in orthopedic 
practice classified and adequately described in detail. 
Recommended types of frames, slings, splints, tractions, 
beds and mattresses to meet requirements of the indi- 
vidual patient are illustrated, with emphasis on the 
pertinent points. 

Detailed information on the care of the patient will 
prove invaluable to general practitioners. Conditions 
under which extensions and tractions may not be used, 
when to anesthetize the patient, especially the unco-op- 
erative, are plainly described and easily understood. 
Instructions concerning methods of adjustments are 
adequately discussed. 

This book will also be of great value to hospital ad- 


ministrators. The amount of equipment needed, de- 


pendent upon the size of the hospital, to meet minimal 
requirements of normal variability of patients with all 
types of fractures, is detailed. 

—Frep H. Simonton, M.D. 


Hypertension and Nephritis. 5th ed. By Arthur M. Fishberg, 
M.D. Pp. 986. Price, $12.50. Lea & Febiger, Philadelphia, 
1954. 


This new edition of a medical classic follows the 
previous revision by fifteen years—a surprising thing in 
view of the fact that the fourth edition itself is still a 
valuable reference text for many purposes. The latest 
revision is larger by 207 pages. It follows the pattern of 
earlier copies but obviously has been extensively re- 


written. It is very up to date, containing references to 
articles that have appeared as recently as this year. 

There has been considerable progress in the fields 
of hypertension and renal disorders since Dr. Fishberg’s 
fourth edition. All of this progress has been attentively 
studied by the author, and is presented against the 
background of years of clinical experience. The paper, 
printing, and binding closely resemble previous edi- 
tions. The publisher’s workmanship apparently is su- 
perior, because my copy of the fourth edition still looks 
good after years of hard usage. 
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For the new generation of physicians who have never 
owned a ‘‘Fishberg”’ and for those who have been faith- 
fully using an earlier edition, the fifth edition of Hyper- 
tension and Nephritis deserves high priority on your list 
of books to buy. This is a book that can be recommended 
without qualification as to whether it is suitable for a 
particular group of physicians—it’s good for everyone 
in Medicine. —Huceu H. Hussey, M.D. 


Adventures in Artificial Respiration. By Peter V. Karpovich, 
M.D. Pp. 303. Price, $7.50. Association Press, New York, 
1953. 


This treatise presents exhaustive study of the art of 
artificial respiration. Its extensive scope supports the 
author’s statement that it is prepared primarily for the 
purpose of teaching and research. The recent change- 
over from the Schaeffer prone method to the Nielson 
method in the instructions of Red Cross, Boy Scout, 
Y.M.C.A. organizations, Life Saving Corps and defense 
groups focuses our attention on its purpose. 

Although much of the material contained, especially 
that portion dealing with the history of different meth- 
ods and the arguments as to their relative value, is too 


detailed for the average practitioner to wade through, 


he would find it quite useful as a reference book on lung 


anatomy and physiology. Theories and practical as- 
pects of the various methods of artificial respiration are 
also of value. 

The many illustrations are helpful in promoting quick 
grasp of the method best adaptable to existing circum- 
stances. One should be able to find the answer to any 
problem in the field of artificial respiration within the 
covers of this book. 

—Russe.t F. Fenton, M.D. 


The Child, His Parents, and the Physician. By Hale F. Shirley, 
M.D. Pp. 159. Charles C Thomas, Springfield, Ill., 1954. 
This book is a labor of love on child psychiatry, writ- 

ten with obvious enthusiasm. In fact, it is a little more 

than a book on child psychiatry, because it also deals 
with mama’s psyche and even mentions that doctors’ 
minds may also be cursed with the usual human foibles. 

The emotional needs and development of the child 
are covered in an interesting manner without the usual 
psychiatric jargon. Then the developmental tasks of the 
infant and the socialization of the child’s emotions are 
discussed. By the time adaptive techniques and emo- 
tional imbalance have been presented you begin to feel 

that you will know why the next brat you see is such a 

brat. Then in the last two chapters you learn how to 





GP « September, 1954 


BROMIDE 


Tablets « Syrup 


BROMIDE 
with Phenobarbital 
Tablets « Elixir « Drops 


The Upjohn Company 


Kalamazoo, Michigan 





salicylate 
= te 


to advance control in 
rheumatic disease g 


APPLICATIONS 

(§ P-B-Sal-C for routine therapy in rheumatism and 
arthritis. 

(2 P-B-Sal-C with COLCHICINE for diagnostic and specific 
control in gouty arthritis. 

3 P-B-Sal-C with ESOPRINE for greater relief in rheumatic 

disease associated with painful muscle spasm. (Fibrositis, 
myositis and bursitis.) 


@ P-BSal-C SODIUM FREE for convenient therapy in rheu- 
matic conditions complicated by cardid-vascular disease. 


P-B-SAL-C 


(ULMER) 





BASIC FORMULA AND COMBINATIONS 
Each Tablet s 
1. P-B-Sal-C (basic formula) 
Sodium Salicylate......... 0.25 Gm. (4 gr.) 
Para-aminobenzoic Acid. ...0.25 Gm. (4 gr.) 
Ascorbic Acid 20 mg. (4% gr.) 
2. P-B-Sal-C with COLCHICINE 
Basic formula: plus 
Colchicine........... 0.25 mg. (1/250 gr.) 
3. P-B-Sal-C with ESOPRINE 
Basic formula plus 
Physostigmine Salicylate. .0.25 mg. (1/250 gr.) 
Homatropine 
Methylbromide...... 0.50 mg. (1/125 gr.) 
4, P-B-Sal-C SODIUM FREE 
Ammonium Salicylate... ... 0.25 Gm. (4 gr.) 
(replaces Sodium Salicylate in basic formula) 


ULMER 
PHARMACAL 
COMPANY 


Minneapolis 3, 
Minnesota 














deal with them, which is mostly a matter of setting the 
old folks straight. 

The author was even so practical as to mention fees 
for time-consuming interviews. The book was written 
for pediatricians and general practitioners, meets the 
requirements admirably, and would make interesting 
reading for intelligent parents, too. 

—Keirn Hammonp, M.D. 


Neurosurgery of Infancy and Childhood. By Franc D. Ingra- 
ham, M.D. and Donald D. Matson, M.D. Pp. 456. Price, 
$15.00. Charles C Thomas, Springfield, IIl., 1954. 


This excellent work is a comprehensive treatise of 
neurosurgical problems and their relationship to in- 
fancy and childhood. The anatomic, physiologic, and 
pathologic phases of each problem are carefully con- 
sidered. The authors have endeavored to give in detail 
the procedures used for neurosurgical examination and 
neurosurgical findings in each condition presented. 
Congenital malformations, traumatic lesions, inflam- 
matory processes, degenerative diseases, and neoplasms 
of the nervous system are included in the discussions. 
The surgical management of various lesions, as found 
by the authors to be the most effective, is clearly de- 
tailed. This text is easily read and the illustrations are 
generally adequate for clarification of subject matter 
being discussed. 

This book is obviously designed for the pediatrician 
and the neurosurgeon but would be of inestimable value 
to any general practitioner who has patients in the 
pediatric age group. 

—Dona.p F. Cosurn, M.D. 


Kinsey's Myth of Female Sexuality. By Edmund Bergler, M.D., 
and William S. Kroger, M.D. Pp. 200. Price, $3.75. 
Grune and Stratton, New York, 1954. 


According to Bergler and Kroger, Kinsey is an un- 
scientific fool who doesn’t know anything about sta- 
tistics, sex or anything else. Practically everything he 
has done is wrong and every conclusion he has reached 
is wrong. These criticisms emanate from men who have 
written much on Freudian theories which are rarely 
supported by any facts. Under the circumstances, few 
physicians and scientists are likely to take this book 
seriously. They may even wonder if the book is more 
an indictment of its authors than of Kinsey. 

—Watter C. Atvarez, M.D. 


Antibiotics Manual, 1953-1954. Edited by Henry Welch, 
Ph.D. and Félix Marti-Ibdiiez, M.D. Pp. 632. Price, $8.00. 
Medical Encyclopedia, Inc., New York, 1954. 


This important volume surveys the latest clinical and 
experimental research in the field of antibiotics. It con- 
sists of a series of 105 papers, written by 262 prominent 
authorities, and presented at the Symposium on Anti- 
biotics, October 23-30, 1953 at Washington, D. C. 
under the chairmanship of Henry Welch, Ph.D., Di- 
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rector, Division of Antibiotics, Food and Drug Admin- 
istration. This division of the United States Depart- 
ment of Health, Education, and Welfare sponsored the 
symposium in collaboration with the journal ‘Anti- 
biotics and Chemotherapy.” 

Here is a book of outstanding value to the practicing 
physician, containing the co-ordinated knowledge of 
leading clinicians and outstanding antibiotic research 
workers. The safe and effective clinical application of 
antibiotics now in use is reliably designated in orderly 
sequence; and all necessary basic information concern- 
ing new, but not generally available, antibiotics is pre- 
sented for utilization in the laboratory and in research. 
Separate sections deal specifically with antibiotic ther- 
apy in many fields of medical practice, and in pediatrics, 
surgery, urology, neurology, and treatment of the aged. 
Indications and dosages for each antibiotic alone, and 
in combinations, are specific and clearly indicated in 
text, graphs, and tables. 

Timely and important to the general practitioner is 
the report of increasingly common reactions of sensi- 
tivity to penicillin and procaine hydrochloride. Sudden 
death due to anaphylactic shock occurs notably where 
patients have had a previous reaction of sensitivity to 
these products; in patients with allergic histories, such 
as bronchial asthma; and in dentists, sensitized by oc- 
cupational use of procaine. The suggestion that valuable 
information can be furnished by the general physician 
in helping to establish a pattern of reaction in these 
cases should serve to alert us to this responsibility. 

The article on prevention of rheumatic fever by treat- 
ment of preceding streptococcal illness with Bicillin; 
and the progress report on prophylaxis against group A 
streptococci by use of a single monthly injection of 
Bicillin emphasizes a most highly effective form of con- 
tinuous chemoprophylaxis in rheumatic infections. 

Not only of general scientific interest, but also of eco- 
nomic importance is the discussion of the use of Aureo- 
mycin to promote the healthy, rapid growth of poultry, 
swine, and calves; and of the limited application of the 
broad spectrum antibiotics in the field of food preser- 
vation. It is demonstrated that the tetracyclines are used 
with less heat in the successful sterilization of canned 
goods, while Terramycin significantly increases the shelf 
life of fresh meat and vegetables. Residual levels of the 
antibiotics in these foods are shown to be usually de- 
stroyed by cooking. 

Immediately preceding the numerous articles on in- 
dividual antibiotics which are printed in the order in 
which they were presented at the symposium, appears a 
classical paper by Félix Marti-Ibdiiez, M.D., entitled 
“Historical Perspectives of Antibiotics: Past and Pres- 
ent.” From the empirical use of antibiotics as the active 
principle of the ancient Chinese soy-flour poultices and 
in the “yeast of sweet beer” of the Ebers Papyrus (1500 
B.C.) to the present array of therapeutically effective 
antibiotic achievements, the story of progress through 
scientific endeavor first by individuals and later through 
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organized team work is pictured as a fitting preview to 
the articles which follow. A new therapeutic system in 
medicine is described which has revolutionized the con- 
ception of diagnosis, prognosis, epidemiology, as well 
as the prophylaxis and treatment of the majority of in- 
fections. This article points to the opportunity for the 
practicing physician to interest himself in the “fine 
and subtle” diagnostic problems made available by 
knowledge of present day antibiotics, rather than to 
allow himself to fall into the lazy habit of treating 
diseases by the indiscriminate use of antibiotics before 
a diagnosis is made. 

While this book is of immense clinical value to the 
practicing physician, it is also of great value to men of 
research, scholars, chemists, and bacteriologists. It ap- 
pears to give completely reliable and authoritative in- 
formation on the present knowledge concerning all anti- 
biotics used in the practice of medicine. 


—Ftoyp C. Bratt, M.D. 


Diseases of the Knee. —Management in Medicine and Sur- 
gery. By Anthony F. De Palma, M.D. Pp. 840. Price, 
$20.00. J. P. Lippincott, Philadelphia, 1954. 


It. would be hard to imagine a better book than this 
on diseases of the knee. Every phase of the problem is 
discussed. There is even a chapter on the evolution of 
the knee joint and the pelvic girdle. The book is beau- 
tifully written and printed and there are 455 fine illus- 
trations. Evidently the author, who is Professor of 
Orthopedic Surgery at Jefferson Medical College, has 
spent his life studying the knee. This book will un- 


doubtedly remain a classic for a long time. It should be 
indispensable to all orthopedists. 
—WattTer C. Atvarez, M.D. 


ALSO RECEIVED 


Although GP endeavors to publish as many reviews of books 
as possible, space will not permit the review of all books received 
from publishers. 


Seventy-Five Years of Medical Progress. Edited by Louis H. 
Bauer, M.D. Pp. 286. Price, $4.00. Lea & Febiger, Phila- 
delphia, 1954. 

Histology. Edited by Roy O. Greep, Ph.D. Pp. 953. Price, 
$15.00. The Blakiston Co., Inc., New York, 1954. 

The Medical Clinics of North America. Differential Diagnosis 
of Internal Diseases. Pp. 304. W. B. Saunders Co., Phila- 
delphia, 1954. 

The Meaning of Social Medicine. By Iago Galdston, M.D. Pp. 
137. Price, $2.75. Harvard University Press, Cambridge, 
Mass., 1954. 

The Medical Clinics of North America. Symposium from the 
Mayo Clinic on bronchial and pulmonary disease. Pp. 308. 
W. B. Saunders Co., Philadelphia, 1954. 

The Microtomist’s Formulary and Guide. By Peter Gray, Ph.D. 
Pp. 794. Price, $10.50. The Blakiston Company, New 
York, 1954. 

New and Non-Official Remedies. Published by the AMA Coun- 
cil on Pharmacy and Chemistry. Pp. 609. Price, $2.64. J.B. 
Lippincott Co., Philadelphia, 1954. 
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W. B. Hildebrand, M.D. 


Message 
from 
the President 


AN EVENT of the greatest significance to the 
entire Academy and to all of medicine on the 
North American Continent occurred today 
which proved a great source of inspiration 
to me. I write this to you from a plane high 
over the Straits of Juan de Fuca, as I fly 
home from Vancouver, B.C., after taking part 
in the installation of Dr. Murray Stalker, 
Ormstown, Quebec, as the first president of 
the College of General Practice of Canada. 

Seated at the speakers’ table facing 400 
leading doctors from all over the Dominion 
of Canada were the following officials of the 
Canadian Medical Association: Dr. G. F. 
Strong, Vancouver, president; Dr. T. C. 
Routley, Toronto, general secretary and 
president-elect; Dr. C. W. Burns, Winnipeg, 
immediate past president; and Dr. A. D. Kelly, 
deputy general secretary. Representing the 
College of General Practice of Canada were 
Dr. Murray Stalker, Ormstown, Quebec, 
president; Dr. G. H. Black, Vancouver, 
president-elect, and Dr. W. Victor Johnston 
of Toronto, executive director; and your 
president representing the American Academy 
of General Practice. 

After a few brief introductions by Dr. 
Strong who presided, Dr. Stalker was in- 
ducted as president and responded with a 
stirring address, in which he stressed again 
and again the point that the fundamental 
reason for organizing the college was to in- 
crease the standards of medical care given 
by the Canadian general practitioners. We 
then heard a tape recording made by Dr. 
William N. Pickles of London, England, the 
president of the Royal College of General 


Practice, who sent his hearty greetings and 
best wishes for the success of the newly 
formed college in Canada. 

I then presented greetings and good wishes 
from the Academy. Following my talk, Dr. 
T. C. Routley, who this year retired as general 
secretary of C.M.A. only to be named presi- 
dent-elect, presented the new president of the 
college a beautiful gavel made from wood 
taken from a tree on the Island of Cos. It was 
on this island off the coast of southern Greece 
that Hippocrates sat and taught his students 
in 360 B.C. Dr. Routley also presented a 
beautifully worded parchment scroll setting 
forth the greetings of the Medical Society of 
Cos. 

The medical society of the Island of Cos is 
the oldest medical society in the world, organ- 
ized in 400 B. C. Emblazoned across the top 
of the scroll were the words, “I will keep clean 
both my body and my art,” which was the 
oath taken by the original members of the Cos 
Medical Society. 

I spent the afternoon with the new college’s 
Board of Representatives, counseling and ad- 
vising them on problems that are arising out of 
the mechanics of their organizing. It took me 
back to our own early beginning. 

The point I wish to make to you is this: 
The College of General Practice in Canada 
feels that the job done by our own Academy 
has been little short of miraculous. Never have 
I been as proud to represent the Academy as 
I was today. By their own acknowledgment 
the College of General Practice feels that we 
are the unquestioned leaders of general prac- 
tice in the world today, and they predict that 
the movement initiated by us, through the 
philosophy of the Academy, will rapidly 
spread over the entire non-Communist world. 

You and I must ever realize that we are be- 
ing watched closely and imitated by general 
practitioners the world over. Let us so exem- 
plify our professional and personal lives that 
their faith in us who represent the Academy 
will ever be justified. Today for me, and I hope 
for you, the American Academy of General 
Practice assumed an international obligation. 


W. B. Hivpesranp, M.D. 




















Academy Keports and News 





Annual AMA Meeting Closes with Deferred Action on Several Major Issues 


Academy Project and Members Share in San Francisco Meeting Limelight 


WirH THE CLOSING of the 103rd annual meeting of 
the American Medical Association on June 28 after 
a week-long session in San Francisco, many of the 
nearly 12,000 physicians who attended felt that 
much of the fireworks on major issues which had 
been expected would probably come at the interim 
session this December in Miami or even as late as 
next year in Atlantic City. 

Publicwise, the biggest scientific story came from 
American Cancer Society’s report revealing that 
cigarette smokers among men, between 50 and 70, 
have a death rate higher than nonsmokers of the 
same age by as much as 75 per cent. Coronary heart 
disease and cancer were the diseases primarily re- 
sponsible for this effect according to the report. 
Although actual proof of smoking’s relationship to 
lung cancer is still admittedly in the preliminary 
stages the report was enough to cause tobacco stocks 
to go down some $75,000,000. 

For general practitioners there were several items 
of note. The new vice-president of the A.M.A. is 
Academy member, Dr. Clark Bailey of Harlan, Ky. 
Dr. Elmer Hess of Erie, Pa., who has appeared 
numerous times at Academy meetings, was named 
president-elect to succeed Dr. Walter B. Martin who 
was installed this year. Dr. Martin’s predecessor is 
Dr. Edward J. McCormick of Toledo, one of the 
leading speakers at the A.A.G.P.’s scientific assem- 
bly this year in Cleveland. 


GP ¢ September, 1954 


In the Section on General Practice, Academy 
members again hold the reins. Dr. L. H. McDaniel 
of Tyronza, Ark. is the new chairman; Dr. I. Phillips 
Frohman of Washington, D. C. a member of GP’s 
Publication Committee, is vice-chairman; and 
A.A.G.P. Board member, Dr. Irving Baumgartner of 
Oakland, Md. was re-elected secretary. Dr. Lester 
D. Bibler of Indianapolis, a past vice-president of the 
A.A.G.P., was named section delegate to succeed 
Dr. Paul A. Davis of Akron, a past president of the 
Academy. Dr. M. B. Casebolt of Kansas City, Mo., 
a leader in the Missouri and Greater Kansas City 
chapters, was named alternate section delegate. 


Academy member, Dr. Dwight H. Murray of Napa, Calif. who is 
chairman of the Board of Trustees, administered the A.M.A. 
presidential oath to Dr. Walter B. Martin (right). 
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The Academy’s new project, ““A Family Doctor 
for Every Doctor’s Family,”’ affectionately referred 
to as the Merrill Shaw project, received the approval 
of the House of Delegates urging all A.M.A. mem- 
bers to designate a family physician for themselves 
and their families. Mrs. George Turner of El Paso, 
Tex., new president of the A.M.A, Woman’s Auxil- 
iary, announced the auxiliary would also endorse 
the project and that it would be a major goal of its 
fifty-one state and 1,200 county chapters for the 
coming year. 

The controversial issue of unethical practices 
continues to rest with a committee of seven physi- 
cians who include Academy members, Dr. Stanley 
R. Truman of Oakland, Calif., the chairman; and 
Dr. John S. DeTar of Milan, Mich. 

The House of Delegates also sent to its Judicial 
Council a New York resolution that would label 
“unethical” any doctor practicing with a closed 
panel physicians’ group that solicits patients. 

This resolution is aimed at such organizations as 
the Health Insurance Plan of New York and the 
Permanente Foundation of Henry J. Kaiser. 


The Judicial Council was instructed to report 
not later than next June at the Atlantic City con- 
vention. It was considered possible a report might 
be ready for the House of Delegates’ meeting next 
winter in Miami, Fla. 

The House of Delegates criticized the National 
Foundation for Infantile Paralysis because the foun- 
dation initiated a nationwide vaccination program 
with the antipolio vaccine developed by Dr. Jonas 
Salk of Pittsburgh “without any official consultation 
with any qualified council or group of the A.M.A.” 

Without naming either the foundation or Dr. 
Salk, the resolution did applaud the vaccine, how- 
ever, as giving “great theoretical promise of success- 
fully combating a dread disease.” Criticism came 
from putting the program under way “‘without suf- 
ficient time to evaluate the safety as well as the 
efficacy of the vaccine and with practically no pub- 
lished data in scientific literature on the use of the 
vaccine.” 

In his inaugural address President Martin said 
physicians are duty bound to keep themselves in- 
formed on public matters which deal with the medical 
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welfare of the people. He emphasized that doctors 
should treat the fears and hopes of their patients as 
well as their diseases. And, in addressing the open- 
ing session of the House of Delegates he urged 
the extension of voluntary health plans, not only to 
cover more persons but also to give additional serv- 
ice. He emphasized that the medical profession has 
a community of interests with the hospital. 

Outgoing president, Dr. E. J. McCormick re- 
marked that the time has passed when doctors can 
base a fee on the patient’s salary. “I have felt for 
years,” he said, “that uncertainty about the fee for 
medical services has concerned patients as much 
as the actual fee itself.” 

One of medicine’s top honors, the Distinguished 
Service Award, went to Dr. William Wayne Bab- 
cock, an 82-year-old professor of surgery at Temple 
University, Philadelphia. He is credited with many 
of the modern techniques used in repairing nerve 
damage, removing malignant tumors from the in- 
testinal tract, and repairing abdominal tumors. 
Nearly two decades ago he was the first to introduce 
wire sutures to replace gut and silk threads. 


Five More State Chapters Honor 


Mead Johnson Scholarship Winners 


SPECIAL CEREMONIES honoring recipients of the 
Academy’s annual Mead Johnson General Practice 
scholarships have been held recently by five state 
chapters. These states are New York, Ohio, Lowa, 
Florida, and Colorado. 

In New York City, Dr. Walter C. Felsenstein re- 
ceived the certificate of scholarship which stipulates 
that during his general practice residency next 
year he will receive twelve monthly payments 
totaling $1,000. The presentation was made by Dr. 
J. Hunter Fuchs, vice-president and parliamentarian 
of the New York chapter, at a special ceremony on 
June 11 at New York University-Bellevue Medical 
School (see cut). Two days earlier Dr. Felsenstein 
had received his M.D. degree from the New York 
University College of Medicine. He is now intern- 
ing at Denver (Colorado) General Hospital. 

In Ohio, presentation of the scholarship award 
was made to Dr. Arthur J. Stevenson of Cincinnati at 
a meeting of the Franklin County chapter. 
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Dr. Stevenson was one of the five additional in- 
terns named this year to make up the list of ten 
scholarship winners when Mead Johnson Company 
enlarged its program to give awards to ten persons 
instead of five. 

A second winner in Ohio, Dr. Henry C. Chalfant, 
was honored at a ceremony in July at Cleveland 
with representatives of the Cuyahoga and Ohio 
chapter attending. Dr. Chalfant is taking his intern- 
ship at St. Luke’s Hospital in Cleveland. 

At a special ceremony held June 11 at the State 
University of Iowa in Iowa City, Dr. Gerard J. Van 
Leeuwen received his Mead Johnson General Prac- 
tice Certificate of award. Dr. Leeuwen, one of the 
ten medical school seniors to be named for awards 
this year, will receive his $1,000 scholarship follow- 
ing his internship when he begins his general 
practice residency. 

Dr. John B. Neal, an intern at St. Vincent’s Hos- 
pital in Jacksonville, Fla. was presented his certifi- 
cate at the annual dinner meeting of the hospital 
staff. The presentation was made by Dr. Leo N. 
Wachtel, chief of staff and a member of the Florida 
chapter’s board of directors. 

At St. Luke’s Hospital in Denver, Colorado, Dr. 
Walter S. Chisholm, Jr., received his certificate 
award for a Mead Johnson scholarship following 
completion of his internship there. The presentation 
was made to Dr. Chisholm by Dr. Kenneth Beebe 
of Sterling, Colo., president of the Colorado 
chapter (see cut below). 

Dr. Chisholm has now begun his residency in 
general practice at Maricopa Hospital in Phoenix, 
Ariz. 


One of the recipients of this year’s Mead Johnson General Prac- 
tice Scholarship Awards, Dr. Walter Chisholm (right), is being 
introduced by Dr. Kenneth Beebe, president of the Colorado 
chapter, during a presentation ceremony at St. Luke’s Hospital 
in Denver. 
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Dr. John Hunter Fuchs (right), vice-president of the New York 
chapter, presents the Academy’s certificate of award for a Mead 
Johnson Scholarship to Dr. Walter C. Felsenstein, a young phy- 
sician who received his M.D. June 9 from New York Univer- 
sity College of Medicine, a unit of the New York University- 
Bellevue Medical Center. Dr. Currier McEwen (left), dean of the 
college, looks on. 


Utah Has Second Series of TV Clinics 
Ready for Open Circuit Retelevising 


Tue Universiry of Utah College of Medicine has 
just completed its second series of television clinics 
and these programs have been kinescoped for re- 
televising in other areas, according to Dr. Robert 
S. Warner, director of the school’s Division of 
Graduate and Postgraduate Medical Education. 

Dr. Warner states that the series of programs 
on film are available far use on open-circuit tele- 
vision only, and that he will be glad to work with 
any Academy chapter or any co-operating tele- 
vision station that wants to use the films. The Utah 
medical school has been presenting medical clinics 
on open circuit television for a number of months. 

Dr. Warner’s office is set up to handle all an- 
nouncements, syllabus distribution, and evaluation 
of the television series at no cost to either the 
sponsoring group or the television station. 

Persons who are interested should write to Dr. 
Robert S. Warner, Director. University of Utah 
College of Medicine, Salt Lake City, Utah. 

In the May issue of GP a story appeared on the 
Audio-Visual Seminar Kit which has also been 
developed at the University of Utah. Since its 
publication the school has received so many re- 
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quests for these kits from doctors all over the 
country, that the school’s Postgraduate Committee 
recently decided to release these kits on a nation- 
wide basis with a charge of $5.00 plus freight to 
physicians who wished this service. The original 
plan was to provide these kits for Utah physicians 
only. 


Proposals To Shorten Pre-Med Training 
Time Discussed at Indiana Alumni Meeting 


AT A RECENT alumni meeting of the University of 
Indiana School of Medicine, plans for reducing 
pre-medical school requirements from four to 
three years and shortening summer vacations for 
pre-med students to not more than six weeks were 
suggested as methods of cutting down the long 
training period necessary to become a physician. 
Dr. Robert A. Moore, vice-chancellor of Schools 
of Health Professions of the University of Pitts- 
burgh, also questioned the present internship plan 
of the medical profession. He called the lengthy 
training period “‘one of the most important prob- 
lems confronting the medical profession today.” 


D 


Medical Education Expansion Evidenced 
In Growing Number of Medical Schools 


MEDICAL EDUCATION has expanded considerably since 
1945, according to a recent study made by the 
Association of American Medical Colleges. The 
statistics used are a composite of figures used by 
the A.M.A. and the A.A.M.C. 

During the period covered by the report, three 
medical schools have opened—the University of 
Washington, the University of California at Los 
Angeles, and Miami; two—Alabama and North 
Carolina—have expanded to a four-year curriculum, 
and one additional school, Chicago Medical, has 
gained approval. 

Further expansion is scheduled for the near 
future, since Missouri and West Virginia are con- 
sidering changing from two- to four-year schools 
and plans for opening new schools are being de- 
veloped by the University of Florida and Yeshiva 
University (Albert Einstein College of Medicine.) 

At the present time there are seventy-nine 
medical schools in the United States, with Miami 
eligible for approval in 1955-56. 
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Ravwwrme—a new experience in serenity 
and pleasant confidence for the depressed 
and melancholy, the dispirited and frus- 
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The contained Rauwiloid not only 
creates the feeling of serenity but also 
largely prevents the cardiac pounding, 
tremulousness and insomnia so often pro- 
duced by amphetamine alone—and without 
the use of barbiturates. 
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Course in Writing for Medical 
Journals Now Opening in New York 


A NEW WORKSHOP COURSE in “Writing for the 
Medical and Scientific Journals” will be offered 
during the coming fall term by the Washington 
Square Writing Center at New York University’s 
Division of General Education. 

Designed for doctors, dentists, and scientists, 
the workshop will be held each Thursday evening 
September 30 to January 27. The course will cover 
bibliographic research, outlining, writing and re- 
writing, illustrations and tables, indexing, and 
final preparation of technical manuscripts. 


New Army Medical Education Committee 
Formed by National Research Council 


A NEW COMMITTEE on Army Medical Education has 
been formed by the National Academy of Sciences, 
National Research Council, at the request of the 
Army Medical Service. 

The new committee, which held its organizational 
meeting recently, replaces the former Advisory 
Committee of the Army Medical Service Graduate 


School at Walter Reed Army Medical Center. In- 
stead of being limited to the scope of operations of 
the school, it will deal with professional education 
and training problems of the Army Medical Service 
and will act in an advisory capacity to Major Gen- 
eral George E. Armstrong, Army Surgeon General. 

General Armstrong outlined three main func- 
tional areas in which the new committee could be of 
service to the Army Medical Service: 

1. To determine, analyze, and evaluate those pro- 
fessional and technical fields where civilian develop- 
ments must be supplemented to meet the require- 
ments of national defense. 

2. To review the professional and technical pro- 
grams in the Army Medical Service to determine 
whether or not they adequately meet the profes- 
sional and technical needs for defense. 

3. To review educational methods and career pat- 
terns being employed by the A.M.S., to determine 
whether they are designed to produce the leadership 
and professional requirements for defense. 

Membership includes physicians from Massachu- 
setts General Hospital, Tufts College, Chicago, 
New York, Pennsylvania, Texas and Minnesota 
universities, and National Research Council. 
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now regarded Increasing experience continues to show that 
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antihypertensive agents. 
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A regional meeting of the Academy’s Commission on Hospitals was held in San Francisco during the A.M.A.’s annual session. 
Those attending the meeting were (left to right): Dr. John Fowler, A.A.G.P. president-elect; Dr. H. Q. Pang of Honolulu, Hawaii; Dr. 
Murdoch E. Mcintyre, Dr. Leon O. Desimone of Los Angeles; Dr. Arthur C. Huntley of Sacramento; Dr. A. N. Donaldson of Santa Ana, 
Calif.; Dr. Logan Gray of San Mateo, Calif.; Dr. Carroll B. Andrews of Sonoma, Calif.; Dr. Earl J. Olson of Yakima, Wash.; Mr. 
Charles E. Nyberg of Kansas City; Dr. John G. Walsh of Sacramento; Mr. William W. Rogers, executive secretary of the California 
chapter; Miss Ruth Caine, California chapter staff member; Mr. E.-€. Salisbury executive vice-president of California Hospital Associa- 
tion; Melvin C. Scheflin, executive secretary of the hospital association; Father John J. Flanagan, S. J., executive director of Catholic 
Hospital Association; Dr. Stanley R. Truman of Oakland; Mr. Mac F. Cahal, executive secretary of the A.A.G.P.; Dr. A. J. Franzi of 
San Francisco; Dr. Francis T. Hodges of San Francisco; and Dr. wan C. Heron, chairman of the A.A.G.P. Board of Directors. 


Author of Popular Health Column Feature 
Is Academy Member, Dr. R. L. MacCornack 


THE popuarity of chatty little health articles ap- 
pearing weekly in the Whitehall (Wisconsin) Times 
signed “B. Well” has brought about the disclosure 
that “B. Well” is the pen name of Academy mem- 
ber, Dr. R. L. MacCornack of Whitehall, who has 
authored the series since 1952. 

His is a story of effective public relations at the 
local level. Late in 1952, the editor of the Times be- 
gan to act on a request by many readers for informa- 
tion on communicable diseases. He contacted Dr. 
MacCornack, a member of the Wisconsin chapter’s 
Board of Directors and for twenty-eight years presi- 
dent of the community hospital, and suggested that 
he might write such information in a series of arti- 
cles. 

Dr. MacCornack accepted on the condition that 
the series cover health instead of merely communic- 
able diseases and a pseudonym be used in place of 
his name. 

The articles have covered subjects ranging from 


backache and farm accidents to hypertension, can- 


cer, poison ivy, and dizziness. They are directed 
effectively at a lay audience of intelligent and inter- 
ested but not medically educated readers. 

The series has been so successful that the news- 
paper has had the articles printed in booklet form, 
this time identifying Dr. MacCornack as the author 
of the series. 
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AAGP Board Member's Wife a Candidate 
For Seat in Maryland House of Delegates 


Mrs. HeLen BaumMGartner of Oakland, Maryland, 
wife of Dr. E. I. Baumgartner, a. member of the 
Board of Directors of the A.A.G.P., has thrown her 
hat into the political arena. 

Mrs. Baumgartner is a Democratic candidate for 
election to the House of Delegates, the lower cham- 
ber of the Maryland legislature. She will make her 
bid for the seat at the general election in November. 


Spreading the word. Mrs. Helen Baumgartner of Oakland, Md., 
wife of A.A.G.P. Board member \rving Baumgartner, uses her 
shoe to tack up a poster now that her hat is in the political ring. 
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She is the first woman ever to seek election to the 
state legislature from Garrett County. While this is 
her first try for elective political office, Mrs. Baum- 
gartner has been active in various civic activities in- 
cluding the Maryland Federation of Woman’s 
Clubs, the Red Cross Blood program as well as serv- 
ing as Civil Defense chairman for the Woman’s 
Auxiliary to the Medical and Chirurgical Faculty of 
Maryland. At present she is recording secretary of 
the auxiliary to the Garrett County Memorial Hos- 
pital. 


Reports Growing Number of Participants 
In Doctor-Sponsored Insurance Plans 


‘THE NUMBER of persons taking part in doctor-spon- 
sored prepaid medical insurance plans is growing 
by 10 to 15 per cent every year, reported Dr. 
Francis T. Hodges of San Francisco, chairman of 
the Western Association of Prepaid Medical In- 
surance Plans, at a recent meeting in Seattle, Wash. 

Dr. Hodges, California Academy chapter mem- 
ber and president of California Physicians’ Service, 
said more than 2,500,000 persons in seven western 


states, four Canadian provinces, and Hawaii an- 
nually pay. a total of $75,000,000 in premiums for 
protection in doctor-sponsored prepaid medical 
insurance plans. 

He pointed out that “western physicians, seeing 
the need for this sort of budgeting for illness, 
pioneered in the development of prepaid care.” 

He added that “Washington (state) was the 
pioneer of the entire country in developing this sort 
of care.” 

The Western Association will have its annual 
meeting at Victoria, B. C. in October. 


Heart Association Announces Winners 
Of Howard W. Blakeslee Award for 1954 


Tue 1954 winners of the Howard W. Blakeslee 
Award for outstanding scientific reporting in the 
field of heart and blood vessel diseases will receive 
their awards during the combined meeting of the 
Second World Congress of Cardiology and the 27th 
scientific session of the American Heart Associa- 
tion September 12-17 in Washington, D. C. 

The winners who were announced recently are 
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PRODUCTS BORN OF CONTINUOUS RESEARCH 


SEYMOUR, INDIANA 


Each cenasert tablet contains: 

9-Aminoacridine Hydrochloride 2.0 mg. 
Phenylmercuric Acetate. . 3.0 mg. 
Methylbenzethonium Chloride 1.8 mg. 














Succinic Acid . . 12.5 mg. 
Chlorophyll. . . . . . 2.0 mg. 
Lactose . . 0.75Gm. 


Buffered to pH 4.0 
SUPPLIED: Bottles of 100 tablets; 
available through your local pharmacy. 
Samples and literature available on request, 


*Trademark of The Central Pharmacal Co, 


A TABLET TREATMENT 
THAT WORKS IN... 





MONILIASIS... 





TRICHOMONIASIS... 
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Cathy Covert and Arthur Cornelius of the Syracuse 
Herald-Journal ; Clive Howard, a writer for Woman ’s 
Home Companion; “American Inventory,” a docu- 
mentary program shown on NBC-TV; and Dr. 
William A. Brams of Chicago for his book Man- 
aging Your Coronary. 

Instead of the original single honorarium of 
$1,000, the awards will provide a minimum of $500 
for each winner in categories of newspapers, maga- 
zines, radio, and television. 

The Blakeslee Award was established last year 
in memory of Howard W. Blakeslee, the late 
science editor of the Associated Press and founder 
of the National Association of Science Writers, who 
died of heart disease. 

The awards will go annually to individuals whose 
creative efforts in any medium of mass communica- 
tion are judged to have contributed most to public 
understanding of heart and circulatory diseases. 


Medical News in Small Doses: 


THE FAMILY DOCTOR is making a comeback, Dr. J. S. 
DeTar, speaker of the A.A.G.P. Congress of Dele- 
gates, told his audience at Nebraska Medical Asso- 
ciation’s 86th annual convention held recently in 


Lincoln. “The family doctor reduces the cost of 
medical treatment by taking care of most of the 
family illnesses and referring the others to special- 
ists when definitely necessary,” he said ... In 
August, Henry Gray’s world famous Anatomy of the 
Human Bodywas published in a new 26th edition. . . 
A.A.G.P. President W. B. Hildebrand of Menasha, 
Wis. has been appointed a member of the Advisory 
Committee of the National Pharmaceutical Council 
..+ On June 17, two Negro physicians were ad- 
mitted to the Tennessee State Medical Association, 
the first members of their race to gain membership 
in the organization of white doctors. Heretofore, 
all Negro doctors in Tennessee were limited to 
membership in the Volunteer State Medical Asso- 
ciation and its affiliated county organizations ... 
Group Hospital Service of St. Louis, Mo. granted 
full benefits for Blue Cross members using approved 
osteopathic hospitals on June 10, ending a battle 
lasting several years. The corporate membership of 
G.H.S. adopted an amendment to allow osteopathic 
hospitals to apply for participation as Blue Cross 
member hospitals. The new provision will permit 
Blue Cross to pay full benefits for members who are 
admitted under the care of osteopathic physicians 


Combination tranquilizer - antihypertensive 


Serpasil-Apresoline 


hydrochloride 


(RESERPINE AND HYDRALAZINE HYDROCHLORIDE CIBA) 
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when the cause of OBESITY 


is mild thyroid deficiency... 






Mild thyroid deficiency “‘is a fairly common condition... 
characterized by weight gain, lassitude, brittle fingernails, 
coarse hair and menstrual abnormality.’ Thyroid medi- 
cation is an essential part of the reducing regimen of such 


patients,”* 

thyrar’ 

prepared exclusively from beef sources...provides whole 1. bE ry arty A gu F. H.: New England 

gland medication at its best. Superior uniformity assured ‘ - “ va " Z 0 

by chemical assay and biological test. —_—_<_ -* 
Standardized equivalent to Thyroid U. S. P. 3. pe A. R.: yy = aooeoge pany 4 

: an erapeutics, ed. 10, Philadelphia, Lea & 
Tablets of 4%, 1 and 2 grains. Bottles of 100 and 1000. Febiger, 1943, pp. 436-437. —" 


A. THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY @ CHICAGO 11, ILLINOIS 





Angi ectoris 
entio 
The new strategy in angina pectoris is 
prevention, the new low-dose, long-acting 
drug—MeramineE. Most effective milli- 
gram for milligram, and better tolerated, 
RE METAMINE prevents attacks or greatly 
diminishes their number and severity. 


Dosage: 1 tablet (2 mg.) after each meal; 
1-2 tablets at bedtime. 
4 AN Thos Tomning Tre 


155 East 44TH Street, New York 17, N.Y. 


Metamine 


Triethanolamine trinitrate biphosphate, Leeming, tablets 2 mg. 
Bottles of 50 and 500. 


GP © Volume X, Number 3 





in tax-supported hospitals which are Blue Cross 
hospitals ... Recently, The Antiseptic, a monthly 
journal of medicine and surgery founded by the late 
Dr. U. Rama Rau in 1904 in Southern India, cele- 
brated its fiftieth anniversary with a Golden Jubilee 
issue ... “Education for General Practice,” an 
article appearing in the June issue of The Ohio State 
Medical Journal, was written by Dr. Nathan J. 
Kursban of Cincinnati, a charter member of the 
Academy in Ohio . . . Another Academy member 
in Ohio, Dr. Horatio Thomas Pease of Wads- 
worth, has been elected a district councilor of the 
Ohio State Medical Association ... At a recent 
meeting of the Louisiana State Medical Society, 
Dr. J. P. Sanders of Shreveport, a past president 
of the A.A.G.P., gave a paper on allergy in general 
practice. He termed the practice of allergy as a 
specialty “probably the least exact of all the 
specialty groupings.” He called the general practi- 
tioner the “first line of defense in treating allergic 
conditions” and “for that reason he must have a 
good working knowledge of allergy.” . . . The Tulsa 
(Oklahoma) County Medical Society has prepared a 
“Welcome to Newcomers” pamphlet which is 
mailed to each new resident of the city of Tulsa. 




















A pleasant-tasting tablet...to be 
dissolved slowly in the mouth...not 
to be chewed or swallowed...made 
from milk combined with dextrins 
and maltose and four balanced non- 
systemic antacids...** 

Promptly stops ulcer pain... holds 
it in abeyance...and hastens ulcer 
healing. 

In tubes of 25 at all pharmacies. 

Physicians are invited to send for 

reprints and clinical test samples. 





*Steigmann, F., and Goldberg, E., J. Lab. 
& Clin. Med. 42:955 (1953). 

**Mg trisilicate, 3.5 gr.; Ca carbonate, 2.0 

e3 Mg oxide, 2.0 gr.; Mg carbonate, 

5 gr. 
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electrocardiogram 


“The final authority” in cardiac ar- 
rhythmias* is essential in distinguish- 
ing the three most common forms of 
arrhythmia: sinus arrhythmia, pre- 
mature systoles and auricular fibril- 


lation. 


— gives a clear, accurate and imme- 


diate record. Compact and portable, 


ready for instant use in your office 


or at the bedside. 
*The Med. Clin. of North American 


(Jan.) 1952, p. 93. 
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On the Calendar 


Academy chapter meetings and postgraduate 
courses, as well as other medical meetings in which 
general practitioners will have an interest, will 
appear here monthly. 








Sept. 9-10. Utah, chapter, annual meeting, two-day 
symposium on obstetrics and gynecology, Hotel 
Utah, Salt Lake City. 

Sept. 9-11. Texas chapter, fifth annual meeting, Recre- 
ation Pier, Galveston, Texas. 

Sept. 12-15. Second International Congress of Cardi- 
ology, Washington, D. C. 

Sept. 15-16. Mississippi chapter, sixth annual meeting, 
Heidelberg Hotel, Jackson, Miss. 

Sept. 16. Nebraska chapter, seventh annual meeting, 
Yancey Hotel, Grand Island, Neb. 

Sept. 16-18. American Heart Association, annual scien- 
tific sessions, Washington, D. C. 

Sept. 21-23. Ohio chapter, seventh annual meeting, 
Deshier-Hilton Hotel, Columbus, Ohio. 

Sept. 21—Dec. 7. University of California School of 
Medicine, course in medicine for general practi- 
tioners, East Oakland Hospital, Oakland, Calif. 

Sept. 22. M husetts chapter, ! ting, Hotel 
Statler, Boston, Mass. 

Sept. 22-23. lowa chapter, sixth annual meeting, Hotel 
Savery, Des Moines, la. 

Sept. 24. American Medical Writers’ Association, eleventh 
annual meeting, Chicago. 

Sept. 28-29. South Carolina chapter, sixth annual meet- 
ing, Columbia Hotel, Columbia, S.C. 

Oct. 4-7. American Academy of Pediatrics, annual meet- 
ing, Palmer House, Chicago, Ill. 

Oct. 5. New Hampshire chapter, U ting, Mt. 
Washington Hotel, Bretton Woods, N. H. 

Oct. 6-7. Arkansas chapter, fall ting, Lafayette Hotel, 
Little Rock, Ark. 

Oct. 7-18. Pan-Pacifie Surgical Association, sixth con- 
gress, Honolulu, Hawaii. 

Oct. 8-9. Leuvisiana chapter, eighth annual meeting, 
Majestic Hotel, Lake Charles, La. 

Oct. 10-13. New York chapter, sixth annual meeting, 
Syracuse, N. Y. 

Oct. 13. Oregon chapter, sixth 1 ting, Portland, 
Ore. 

Oct. 16-22. American Occupational Therapy Association, 
37th annual conference, Shoreham Hotel, Wash- 
ington, D. C. 

Oct. 16-22. North Carolina chapter, sixth I ti 
Cruise to Nassau and Havana on M.S.Stockholm. 

Oct. 20. Maryland chapter, sixth annual meeting, Lord 
Baltimore Hotel, Baltimore. 

Oct. 20. Minnesota chapter, ninth annual meeting, Mayo 
Auditorium, Rochester. 

Oct. 20-21. Georgia chapter, sixth | meeting, Bilt- 
more Hotel, Atlanta, Ga. 























Rx INFORMATION 


Kolantyl Gel 


Action: 

1. Bentyl* combines spasmolysis and 
parasympathetic-depressant actions 
without the side effects of atropine. 


2. Prompt, prolonged neutralization of 
excess gastric acidity . . . magnesium 
oxide and aluminum hydroxide. 


3.. Protective, demulcent coating action 
over the ulcerated area . . . methylcel- 
lulose. 


4. Checks the mucus-destroying action 
of lysozyme and pepsin . . . sodium 
lauryl sulfate. 

*Merrell's distinctive antispasmodic that is more 


effective than atropine—free from side effects 
of atropine.2 


Composition: 

Each 10 cc. of Kolantyl Gel or each 
Kolantyl tablet contains: 

Bentyl Hydrochloride .... 5mg. 
Aluminum Hydroxide Gel . . 400 mg. 
Magnesium Oxide. . . . . . 200mg. 


Sodium Lauryl Sulfate... . 25 mg. 
Methylcellulose . . 


Dosage: 

Gel — 2 to 4 teaspoonfuls every three 
hours, or as needed. 

Tablets — 2 tablets (chewed for more 
rapid action) every three hours, or as 
needed. 


Supplied: 


Gel —12 oz. bottles. Tablets — bottles 
of 100 and 1000. 


T. M. Kolanty! ®, ‘Bentyi’. 
THE WM. S. MERRELL COMPANY 


New York * CINCINNATI * St. Thomas, Ontario 
PIONEER IN MEDICINE FOR OVER 125 YEARS 





- four good things 
happen to your 


_ peptic ulcer patient when 


_ Kolantyl goes to work 


- Painful gastrointestinal spasm 
is relieved + hyperacidity is neutralized 
| cellular repair is encouraged 


mechanical erosion is arrested‘), | 


Give your next ulcer patient economical 


4-way relief. Prescribe pleasant-tasting 


Kolantyl oo 


(1) Johnston, R.L.: J. Ind. St. Med. Assn, 46:869, 1953 


(2) McHardy, G. and Browne, D.: : Sou, Med, J. 45:1139, 1952 





Formal Lecture Program—Seventh Annual Assembly 








3:00 
4:00 








MONDAY 
MARCH 28 





REGISTRATION 
BEGINS 9:00 


OPENING OF 
SCIENTIFIC AND 
TECHNICAL 
EXHIBITS 
9:00 


OPENING OF PROGRAM 
WELCOMING SPEECHES 


1:00 


TUESDAY 
MARCH 29 


WEDNESDAY | 
MARCH 30 | 


THURSDAY 
MARCH 31 





Diabetes 
(PANEL) 


DeWitt Burnham, M.D. 
Moderator 


Alton M. Ochsner, M.D. 
Surgery 


Geo. Bernard Robson, M.D. 


Office Management 





Medical and Surgical 
Aspects of Peripheral 


Vascular Diseases 
(PANEL) 


Hugh H. Hussey, M.D. 
Moderator 


Charles Hufnagel, M.D. 
Fay LeFevre, M.D. 








RECESS FOR EXHIBITS 





Using the Laboratory 


in Liver Disease 


Wm. A. Sodeman, M.D. 





What the X-Ray Reveals 
in Psychosomatic Disease 


Lowell Goin, M.D. 





Endocrinology 
(PANEL) 


Randall Sprague, M.D. 
Moderator 


Gilbert S. Gordon, M.D. 


Ernest P. McCullagh, M.D. 





NOON RECESS 





Preserving the 
Doctor's Life and 


Usefulness 
(PANEL) 


Malcom Phelps, M.D. 
Moderator 


Leroy Sloan, M.D. 
Mr. W. E. Syers 


Breaking the 
Bad News 


Leo J. Bartemier, M.D. 





Emergencies in the 
New Born 


Edith Potter, M.D. 





The Suddenly Ill Child 
E. Keith Hammond, M.D. 





Accidents and Poisoning 
in Children 


Julian Price, M.D. 





Childhood Disasters 
(PANEL) 


Dr. Hammond, 
Moderator 


Dr. Potter, Dr. Price, 
Dr. Swenson, Dr. Young 





Neurology 
(PANEL) 


William Parson, M.D. 
Moderator 


Cyril B. Courville, M.D. 


J. M, Nielson, M.D. 








4:00 
4:30 


Emotional Factors 
in Allergy 
Edward Weiss, M.D. 


RECESS FOR EXHIBITS 


Handling the 


Athletic Injury 
(PANEL) 


J. M. Harkness, M.D. 
Moderator 


Mr. Eddie Wojecki 


Mr. Lynn O. Waldorf 


Anesthetic 
Emergencies 


M. Digby Leigh, M.D. 








Surgery on Infants 
and Children 


Ovar Swenson, M.D. 


Treatment of the 
Ambulatory Fracture Case 
Harold E. Crowe, M.D. 





4:30 
5:00 


Newer Concepts of 
Allergy Therapy 


George Piness, M.D. 


Emotional Tragedies in 
Infancy and Childhood 


John G. Young, M.D. 





EVENING 





STATE OFFICERS 
DINNER 





CONGRESS OF 
DELEGATES DINNER 





Is it Hypospadias? 
C. A. Hooks, M.D. 





PRESIDENT’S 
RECEPTION 





Medical Aspects of 
Crime Detection 


Charles Larson, M.D. 


ASSEMBLY 
CLOSES 
12:00 





aw Official form for requesting hotel reservations will appear in the October issue of GP. 
Please use that form when requesting your reservations for the 7th Annual Assembly. 








AN ADDRESS PRESENTED 

BY STANLEY R. TRUMAN, M.D. 

AT THE OFFICERS’ CONFERENCE 

HELD DURING 

THE SIXTH ANNUAL SCIENTIFIC ASSEMBLY 


IN CLEVELAND, OHIO, 1954 





Hospital Problems and the General Practitioner 


THERE IS A NEW INTEREST in the relations of the gen- 
eral practitioner and the hospital staff. The for- 
mation of the Joint Commission on Accreditation 
of Hospitals, the founding of the American Acade- 
my of General Practice with its active Hospital 
Commission, the hospital construction program, 
and increased hospital use with the growth of the 
voluntary hospital insurance programs have all 
contributed to this awakened interest. I have been 
one of the commissioners of the Joint Commission 
on Accreditation of Hospitals since it was founded 
and have therefore been very much interested in 
all hospital problems, particularly those related to 
the general practitioner. Few practicing physicians 
have the time to keep up in this field and yet they 
are extremely interested and concerned. Many phy- 
sicians have asked questions during the past two 
years and I believe all of us would like to have the 
situation brought up to date. 

The hospital accreditation program is a volun- 
tary project financed entirely by contributions from 
physicians and hospitals. The sole purpose of the 
program is to raise the quality of medical care de- 
livered to the American people in American hos- 
pitals. We must all realize that the accreditation 
program is not a police action, nor government ac- 
tion, but a voluntary program in which those of us 
in general practice and in the American Academy 
of General Practice have an intense interest and a 
great responsibility. 
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For forty years the American College of Surgeons 
conducted the program of hospital accreditation. 
Finally the program became too large for the college 
alone to handle. Furthermore, an increasing num- 
ber of professional men felt that hospital accredita- 
tion was not a responsibility of one segment of the 
medical profession, the surgeons, but that it should 
be the responsibility of all who are concerned with 
the care of the patient in the hospital. Therefore, in 
1951, after a great deal of discussion, in which the 
leaders of the American Academy of General Prac- 
tice participated, the Joint Commission on Ac- 
creditation of Hospitals was organized. 


Has 20 Commissioners 


The Joint Commission is composed of twenty 
commissioners. The Canadian Medical Association 
has one representative; the American College of 
Surgeons and the American College of Physicians 
each have three representatives; the American Med- 
ical Association has six representatives, and the 
American Hospital Association has seven represent- 
atives, one of which represents the Canadian Hos- 
pital Association. Seventeen of the commissioners 
are physicians and two of these are members of the 
A.A.G.P. Each member organization contributes pro- 
portionately to the Commission’s financial support. 

The American College of Surgeons officially con- 
veyed the program of hospital accreditation to the 
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Joint Commission in December, 1952. At the outset 
the commissioners decided to move slowly and 
cautiously and to accept the entire program, policies 
and standards, as it was conveyed to them from the 
American College of Surgeons. Certain changes 
have been made since that time, some of them of 
great interest to general practitioners. 


What Does Accreditation Mean? 


The Joint Commission sets up minimum stand- 
ards which a hospital must fulfill to receive 
accreditation. These cover the three components 
of the hospital: the administrative (including the 
plant), the medical staff, and the nursing staff. 

Accreditation by the Joint Commission means 
that the Joint Commission vouches to the public, 
This hospital and its staff have voluntarily asked 
for a survey, and we, as a third party, have found 
that the quality of medical care administered here 
meets adequate standards.” Before a hospital can 
be surveyed it shall have been in operation for a 
year, and it shall have more than twenty-five beds. 
Hospitals that have full accreditation are visited 
every three years; those having provisional ac- 


creditation are resurveyed only on reapplication 
after the hospital has indicated that deficiencies 
have been corrected. No hospital will be surveyed 
more than once a year nor less than once every 
three years. . 

The American College of Surgeons had about 
three field representatives; the Joint Commission 
already has twenty and will soon have twenty four. 
The Joint Commission does not employ its own 
field representatives but utilizes the employees of 
its member organizations. For example, the Ameri- 
can Medical Association has six field representatives 
surveying hospitals for the intern or resident pro- 
gram. When one of these men makes an intern or 
resident survey, at the same time he makes a survey 
for the Joint Commission. Therefore, all hospitals 
having intern and residency programs will be sur- 
veyed by representatives of the American Medical 
Association; those hospitals having Cancer Clinics 
will be surveyed by the representatives of the Ameri- 
can College of Surgeons; other hospitals will be 
distributed among the representatives of the other 
member organizations. 

The standards of accreditation are not laws but 
principles. These should point the way to the con- 





REGISTERED TRADEMARK FOR THE UPJOHN BRAND OF METHSCOPOLAMINE BROMIDE 


GP e Volume X, Number 3 





duct of an adequate hospital program. The majority 
of the standards relate to the organization of the 
medical staff. The basis is that the staff shall be a 
self-governing body; it shall conduct a self-edu- 
cational program; it shall be constantly self-analyti- 
cal; it shall define and control the qualifications of 
its members; and it shall be responsible for the 
medical activities of its members within the hos- 
pital. The medical staff is at all times subject to the 
ultimate authority of the governing board of the 
hospital. 

For a hospital to maintain an adequate staff or- 
ganization there are certain required committees— 
executive committee, conference committee, quali- 
fications or credentials committee, tissue committee, 
and medical record committee. How these com- 
mittees are organized is not particularly important 
to the Joint Commission, but that these committees 
function is extremely important. In a small hospital 
with a small staff the entire staff might act as a com- 
mittee of the whole. The important thing is that the 
functions are carried out. 

The point rating system for hospital accredi- 
tation operates in the same method and principle 
applied by the American Institute of Management 


in its hotel and business surveys. Each department 
or function is given a percentage; if each one is or- 
ganized and functioning perfectly the total adds up 
to 100 per cent. A hospital passing higher than 75 
per cent is given full accreditation; between 60 per 
cent and 75 per cent means provisional accredi- 
tation; below 60 per cent means no accreditation. 
This particular point rating system has been one of 
the major factors contributing to the high quality 
of hospital care attained in America today. 

There are eight common reasons for failure to 
receive accreditation. Fire hazards, reliable reports 
of fee-splitting or other unethical practices con- 
ducted among the medical staff, evidence that non- 
medical practitioners are utilizing the hospital, an 
excessive and unjustifiable removal of normal tissue 
and unnecessary surgery, lack of supervision of the 
clinical work done in the hospital, lack of thorough 
review on a monthly basis of the clinical work done 
in the hospital, insufficiently recorded essential 
clinical entries on the medical records to justify 
diagnosis and treatment, and excessively high and 
unexplained morbidity rates, mortality rates, anes- 
thesia death rates, and unexplained Cesarean sec- 
tion rates. This list illustrates the emphasis placed 
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on the medical care of the patient in the hospital. 
A hospital is not a building; it is a group of 
people. Some of the finest hospital service ever ren- 
dered has been in a tent in a muddy field. However, 
we must realize that a hospital is made up not only 
of physicians and surgeons but is composed of an 
entire hospital “family”: the trustees who represent 
the public; the administrative side—the adminis- 
trator, the superintendent, the cooks, the laundry 
service, maintenance men, secretaries, and all the 
rest; and the medical side composed of the doctors, 
nurses, and technicians, and others. All must work 
together for the greatest good of the patient. 


Staff Decides on General Practice Department 


The Joint Commission has been considerably 
interested in the integration of general practitioners 
into the hospital staff. The Commission on Hospi- 
tals of the American Academy of General Practice 
proposed that I request the Joint Commission to 
revise the requirements for the formation of a De- 
partment of General Practice in the hospital staff. 
I made this proposal to the Joint Commission and 
with slight modification it was approved and 


AN 
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adopted. Therefore the current recommendation 
of the Joint Commission for the formation and 
function of a Department of General Practice in a 
hospital has been formulated by direct request of 
the Hospital Commission of our Academy and it 
has their full approval. 

I am sure this is not a fixed, frozen, and unyield- 
ing requirement. 

If any hospital can develop a more satisfactory 
method that will contribute to better patient care in 
their hospital, and that will contribute to bette: 
staff functioning the Joint Commission will look 
favorably upon such an organization. I would like 
to point out, however, that the commissioners recog- 
nize that the Hospital Commission of the American 
Academy of General Practice has been considering 
this problem seriously for five years, that they have 
consulted with many organizations as well as with 
leaders in the field, and that, after this long and 
careful consideration, the Academy’s Hospital 
Commission concluded this method to be the best. 
The burden of proof will rest on anyone who wishes 
to conduct a Department of General Practice in 
any other manner. 

One of the issues causing misunderstanding is 
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what is meant by a “clinical service.” Both the 
Standards for Hospital Accreditation of the Joint 
Commission on Accreditation of Hospitals and the 
Manual on General Practice Departments in Hospi- 
tals of the American Academy of General Practice 
say, “The Department of General Practice shall not 
be a clinical service and no patients shall be ad- 
mitted to the department.” 

The best definition of a “clinical service” is 
given by the American Academy of General Prac- 
tice on page three of the Manual on General Prac- 
tice Departments in Hospitals. It states, ““A service 
is a division of an administrative department 
responsible for rendering clinical care to a patient.” 
This simply means there is no hall, nor wing, nor 
floor, where patients are cared for under a Depart- 
ment of General Practice. When a general practi- 
tioner admits his patient to the hospital if it is a 
medical case it goes to the medical department, if it 
is an obstetric case it goes to the obstetric depart- 
ment. The patient does not go under the care of the 
general practice department. When the general 
practitioner cares for his surgical patient he func- 
tions under the department of surgery and its rules; 
when he is in the obstetric department he functions 


under its rules; in anesthesia he functions under 
the department of anesthesia and its rules, 

Let’s consider a clinical service. Suppose that 
the department of general practice of a hospital 
decided it must have a general practice “service.” 
Patients would then be rotated, one patient to the 
general practice “service,” and the next patient to 
a specialty “service.” Is this the way we want it? 
Will this be conducive to better medical care? The 
danger of developing two standards of medical care 
and practice is so obvious under this system of two 
services, one for the specialties and one for general 
practice, that it needs no further discussion. 

The members of the Hospital Commission of the 
American Academy of General Practice and the 
commissioners of the Joint Commission on Ac- 
creditation of Hospitals were unanimous in their 
opinion that a clinical service for the general prac- 
tice department would lead to a double standard. 
Both groups voted that the best patient care and 
the highest standards of medical practice required 
that there be no clinical service assigned to the 
general practice department. It is possible to con- 
ceive of a situation in a medical school hospital 
where, for teaching purposes, a clinical service for 








The Calendar Holds the Key... 


In tension-anxiety states, consider 


premenstrual tension . . . when cramps, leg 


pains, nausea, irritability, insomnia, and 


edema appear regularly before menstruation. 


Evidence shows these symptoms are 


due to excess fluid balance—effectively 
reduced in 82% of cases with M-Minus 5.1 


1. Vainder, M.: Indus. M. & S., 22:183 


/- linus 5° 


Each tablet contains: 


Dose: One tablet q.i.d. starting 
5 days before expected onset of 
menses, 
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a heal advance 


in control of 


rheumatic pain 


relaxant mephenesin 
“solubilized” * 

and activated by 

analgesic sodium salicylate 


e greater predictability 
e greater safety 


IMPORTANT; CS 
— now 3 dosage forms for OQ 


SS 


(1) MEPHOSAL CAPSULES —Simple combina- 


tion of mephenesin and sodium salicylate 
for broad-range, general rheumatic therapy. 


(2) MEPHOSAL TABLETS with HMB, and 
(3) MEPHOSAL ELIXIR with HMB— both con- 


taining homatropine methylbromide, for 
use in rheumatic cases associated with 
gastrointestinal disturbance. 


greater flexibility and convenience 


samples and detailed literature on request. 
*A research development (Patent Applied For) of 


CROOKES LABORATORIES, INC. 
MINEOLA, NEW YORK 
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the Department of General Practice might be 
indicated. lf a medical school did develop such a 
department it would need to prove that the stand- 
ard of medical care in the general practice depart- 
ment equaled that of the other departments. 


Functions of the General Practice Department 


I have received letters complaining that if there 
is no service for the Department of General Practice 
there will be no function for the department. I can- 
not agree with this complaint. The Department of 
General Practice functions first as an administrative 
department seeing that general practitioners have 
adequate representation in the leadership of the 
hospital and that they perform their fair share of 
the duties of the hospital. The chief of the depart- 
ment will be a member of the executive committee 
of the hospital. The members of the department will 
function on the various committees of the hospital. 
A member of the department will sit on the Creden- 
tials Committee. In very large hospitals there will 
be a special subcommittee of the Credentials Com- 
mittee, one composed primarily of members of the 
Department of General Practice who will make 
specific recommendations regarding the credentials 
and privileges of general practitioners. 

The second major function of the Department 
will be in regard to the educational activities of the 
hospital. The members of the department will be 
assigned to make rounds, to attend clinics, to present 
cases, to co-operate in nurse, intern, and resident 
training activities, and to participate in other duties 
accompanying the educational program. 

In a few of the larger hospitals the Department of 
General Practice has been conducting scientific 
meetings. The question has been asked, ‘‘Does at- 
tendance at these meetings fulfill attendance re- 
quirements for active staff members?” At a recent 
meeting of the commissioners this requirement was 
interpreted in the following manner, “In those 
special instances in which there is a Department of 
General Practice, and in which the active medical 
staff of the hospital considers that the best interests 
of clinical work in the hospital can be served by 
monthly clinical meetings of the Department of 
General Practice, a plan for such meetings approved 
by the active staff must be submitted in writing to 
the Joint Commission on Accreditation for special 
consideration. If the plan is accepted, acceptance 
shall be subject to review at stated intervals, and in 
the meantime, this plan will fulfill the medical staff 
meeting requirements of the Joint Commission.” 
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Again the question arises, ‘‘Where will education- 
al opportunities be the greatest, in isolated meet- 
ings, or in contact with the specialty services?” It 
is to insure ourselves that there will be only one 
standard of medical care that in the great majority 
of hospitals general practitioners prefer to attend 
and integrate themselves into the departmental 
meetings of the various specialty departments. 

A problem which has raised many questions is 
the multiplicity of staff meetings. The stand of the 
Joint Commission on this is clear. Active membership 
on the staff means that a doctor intends to partici- 
pate actively in the staff affairs of the hospital. If 
he does not wish to do so he should not be an active 
staff member but should be either an associate or 
courtesy member. 

Associate or courtesy members may have priv- 
ileges of the hospital in accordance with their 
training and ability. 

The Joint Commission accepts two methods of 
holding adequate staff meetings. 1. Smaller hospi- 
tals will have twelve general staff meetings a year, 
and each active staff member will have to attend at 
least three quarters, or nine, of these meetings. 2. 
In larger, departmentalized hospitals, where work 
is being surveyed by the various committees and 
by meetings of the departments, the Joint Com- 
mission requires four general meetings per year. 
Each active staff member will have to attend three 
quarters, or three, of these meetings. In addition 
each department will hold twelve meetings per 
year and each active member will have to attend 
three quarters, or nine, of these. This will be a total 
of three plus nine—or twelve meetings per year. 
If a doctor is on the active staff of more than one 
hospital he holds the responsibility of attending 
this number of meetings in each hospital. If he 
doesn’t wish to attend so many meetings he should 
request associate or courtesy membership. 


Why a Department of General Practice? 


The most frequently asked question has been, 
“Should our hospital have a Department of General 
Practice ?”’ This depends upon whether the general 
practitioners are thoroughly incorporated into the 
activities of the hospital staff. If they are, if they 
can and do take part in committee work, hold posi- 
tions as officers, attend meetings, take part in the 
clinical sessions and discussion, and if they have an 
adequate and fair voice in the decisions regarding 
the affairs of the hospital staff, then there is no 
value in the development of a Department of General 
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pocket nebulizer which the patient 
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Doctors had too often encountered 
patients who were inconvenienced by 
the lack of a nebulizer that could be 
safely carried in purse or pocketbook 
and some were even caught “‘off base” 
by’sudden attacks of asthma and sub- 
jected to considerable discomfort un- 
til relief measures could be taken. 
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able. Provided with attractive carry- 
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half. Particle size and performance 
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DeVilbiss No. 41 Pocket Nebulizer. 
$5.00 retail. The DeVilbiss Company, 
Somerset, Pa., and Barrie, Ontario. 
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Practice in that hospital. On the other hand, if the 
general practitioners do not take an active part on 
committees, as officers of the staff, if they are not 
taking part in the clinical sessions and discussions. 
if they do not have a voice in the affairs of the hos- 
pital, or if they do not have a fair representation, 
then a- Department of General Practice should be 
developed. The purpose of a Department of Genera! 
Practice is to integrate the general practitioners into 
the hospital staff and to have them share in the 
privileges, opportunities, and responsibilities. 


What About Privileges? 


Privileges must be extended to all doctors, gen- 
eral practitioners and specialists alike, according to 
training, ability, and experience. This must be done 
fairly and without prejudice. We, as general prac- 
titioners, must prove that it is our purpose to strive 
continuously for the best quality of medical practice 
both in and out of the hospital. We must be con- 
stantly on the alert to avoid being unwittingly 
drawn into supporting the untrained, the inex- 
perienced, or the incapable. Unfortunately, on sev- 
eral occasions, officers, and chapters of the Academy 
have been manipulated into the undesirable and 
untenable position of giving support to those who 
were “in over their heads.” Our future as general 
practitioners rests on our ability not only to stand 
for high quality and standards in our medical prac- 
tice, but to TELL and sHOw our public, our press, 
our hospital trustees, our medical schools, and our 
colleagues that we practice what we preach. 

The greatest problem with regard to the extend- 
ing of privileges comes in the demands of us general 
practitioners for major surgical privileges. This 
problem can be solved. Here a Department of Gen- 
eral Practice has often been of great value. The 
solution of this problem will be far more rapid if 
everyone keeps calm. After a Department of Gen- 
eral Practice has been formed the staffalmost invari- 
ably is willing to approve operative privileges 
consistent with training, experience, and demon- 
strated skill. It would seem far better if general 
practitioners propose the means and devices to con- 
trol the surgical privileges rather than to await the 
suggestions of any other group. 

The responsible members of the general practice 
group want only such privileges for ourselves and our 
colleagues as are justified by our skill, training, and 


experience. We must make it clear to all that we 
want the patient protected against incompetence. 
ignorance, or inability, whether by specialist or 
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general practitioner, surgeon, or internist. We gen- 
eral practitioners request that our skills and training 
be measured objectively and without bias. Those of 
us in general practice can obtain no greater moral 
support for the work we are doing than the ap- 
proval of our colleagues; in reality this approval is 
one of the most valuable things we can gain. Nothing 
could be more foolish on our part than to undertake 
procedures in either the surgical or medical field 
in which we have been considered unqualified. 

Unfortunately some few physicians have assumed 
that private patient privileges in the hospital give 
the holder unlimited power to do as he pleases in 
the treatment of his patients. This is not so. The 
medical staff and the governing board of the hospital 
have the responsibility of protecting the public. 
The mere fact that a man possesses a license to 
practice medicine does not make him competent 
in all fields of medicine. On the other hand, lack 
of certification by a specialty board does not mean 
that a physician is not capable of doing many of 
the procedures normally falling under a specialty. 
In a properly organized hospital all staff members, 
specialists and general practitioners, will function 
under rules and regulations designed to enable 
each physician to hold privileges according to his 
demonstrated knowledge, training, and ability. 
There will be opportunity for each physician to ad- 
vance in privileges when the credentials committee 
is assured that he is qualified. 

Usually, after a Department of General Practice 
has been organized, and the surgeons on the staff 
have been induced to co-operate in approving the 
granting of privileges to carefully selected general 
practitioners consistent with their individual train- 
ing, experience, and demonstrated skill, peace and 
harmony settle upon the hospital staff. 

As far as general practitioners now in training are 
concerned it should be clear that a one-year rotating 
internship does not fit a man for any unsupervised 
medical, obstetrical, or surgical privileges except the 
most minor. It will be gratifying to friends of the 
Academy to see the interest of the American Acad- 
emy of General Practice in extending training for 
general practitioners. 


Privilege and Responsibility 


Having had my ear to the ground these past two 
years I regret to report that our failure to get the 
sympathetic and hearty support of our colleagues 
is chiefly due to our insistence upon privileges and 
our neglect of the responsibilities and hard work. 
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Progress in all our hospital relationships is facili- 
tated when we indicate that we realize that privilege 
implies responsibility and work, and that we pro- 
pose to attend to all three aspects of hospital staff 
membership. 

There are some who feel that the American 
Academy of General Practice should take the ini- 
tiative in attempting to establish departments of 
general practice in those hospitals which do not 
have them. The Hospital Commission of the Acad- 
emy and the staff of the Joint Commission stand 
by ready to help any desiring advice and help, but 
any move to integrate the general practitioners into 
hospital staffs must be initiated by the local staff, 
particularly by the general practitioners. 

Common sense leads the enlightened person to 
the conclusion that the continued elevation of medi- 
cal care in our country requires the closest possible 
contact of all physicians in a community with the 
stimulating educational and scientific opportunities 
and atmosphere of the modern hospital program. 
It is impossible for any physician to provide modern 
high standard medical care for his patients in isola- 


tion from the consultants, the laboratories, equip- 
ment, and other facilities of the modern hospital. 
Obviously, if the general practitioner is to fulfill his 
place properly in the medical community he must 
be integrated into the hospital staff. Not until this 
is done is the hospital fulfilling es function of mak- 
ing available the best medical care possible in the 
community. On the other hand general practitioners 
are failing to fulfill their medical and community 
obligations if they fail to take an active part in the 
staff activities of the hospitals in their community. 
There is no sudden nor easy solution to these 
problems; some years of effort and more years of 
experience will be necessary before we have the 
right solution. We cannot hope to discover a simple 
solution that will fit all communities and all hos- 
pitals at one time. There is no group in Chicago, 
in Kansas City, or anywhere else, that is going to 
solve our problems for us. The solution has to be 
worked out in our own hospital by means of co- 
operation on the part of men of good purpose and 

good will. 
—STan.ey R. Truman, M.D. 
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News from the State Chapters 


GatvEsTON will be the setting for the fifth annual 
meeting of the Texas chapter on September 9-11. 
In addition, the Texas chapter has arranged a spe- 
cial two-day premeeting course for its members 
at the Galveston Medical Branch of the University 
of Texas. This course will be conducted on Septem- 
ber 7-8. Texas physicians are urged to spend Labor 
Day week in Galveston, and by attendance at both 
the special course and the meeting they can com- 
plete one-half of their formal study hours for the 
next three years. 

Guest speakers on the scientific program will be 
Dr. Ralph R. Braund of Memphis. Tenn., Dr. James 
L. Dennis of Galveston, Dr. H. Keith Fischer of 
Philadelphia, Dr. W. E. Kittridge of New Orleans, 
Dr. John C. Krantz, Jr. of Baltimore, Dr. M. Digby 
Leigh of Los Angeles, Dr. Harold W. Lovell of New 
York City, Dr. Arthur Neal Owens of New Orleans, 
Dr. William A. Sodeman of Columbia, Mo., Dr. 
Philip Thorek of Chicago, an honorary member of 
the A.A.G.P.; and Dr. John G. Young of Dallas. 

There will be a gala social program including a 
cocktail party and banquet followed by the annual 
ball. 

The Utah chapter will have a two-day symposium 
on obstetrics and gynecology at its annual meeting 
September 9-10. It will be held in Hotel Utah in 
Salt Lake City. 

The annual meeting of the Oregon chapter will 
be held October 13 in Portland. There will also 
be a joint scientific meeting October 13-16 with 
the Oregon State Medical Society. 

Dr. Roscius C. Doan of Miamisburg, a director 
of the Ohio chapter, is chairman of the chapter’s 
annual scientific meeting which will be held Septem- 
ber 21-23 at Deshler-Hilton Hotel in Columbus 
(see cut). 

The Colorado chapter has just finished a printing 
of an up-to-date copy of its Constitution and By- 
Laws. 

The annual fall seminar of the Arkansas chapter 
will be held October 6-7 at Lafayette Hotel in Little 
Rock. Dr. William B. Hildebrand A.A.G.P. presi- 
dent will speak at this meeting. Dr. Louie Whit- 
taker of Ft. Smith and Dr. Lamar McMillin of Little 
Rock are in charge of the arrangements for the 
seminar. 

According to a survey made by the Massachu- 
setts chapter the potential of family doctors dwindles 
while the students are in medical school. A com- 
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Program planning is no small matter. President-elect of the 
Ohio chapter, Dr. Herbert W. Salter of Cleveland who was chair- 
man of the chapter’s annual meeting last year, discusses the 
1954 meeting with the new chairman, Dr. Roscivs C. Doan of 
Miamisburg. 


mittee checked the objectives of students at Boston 
University, Tufts, and Harvard medical schools, as 
well as interns and residents. It found that 92 per 
cent of first-year medical students in the three 
schools intend to become general practitioners— 
family doctors. But only 19 per cent of fourth-year 
students, interns, and residents have that objective. 

The Massachusetts doctors intend to find out 
what happens during a four-year medical course to 
change the students’ objective. Dr. James G. Sim- 
mons of Fitchburg, a past chapter president, said: 

‘We hope that by the time the present first-year 
medical students are in their fourth year, the per- 
centage aiming for general practice will be much 
higher.” 

On Wednesday, November 3, the Mississippi 
chapter will have a postgraduate medical seminar at 
Hotel Heidelberg in Jackson, Miss. The chief 
luncheon speaker will be the Academy’s Executive 
Secretary, Mr. Mac F. Cahal. 

The Wlinois chapter has given all its members a 
postgraduate Training Log which will facilitate 
keeping tract of study credits. 

The DuPage (Illinois) Regional chapter held its 
annual meeting recently in DuPage County Memori- 
al Hospital. Guests of honor were Dr. Pliny Blod- 
gett, Illinois chapter president, and Mrs. Blodgett. 





PLEASE USE THE NAME KNOX 


WHEN RECOMMENDING GELATINE™ 


There’s a reason for this as all “gelatines” are not alike. 
Factory flavored brands are 85% sugar and only 10% gelatine. 


- KNOX is all protein —no sugar. 
ww KNOX can be used in diabetic diets. 
- KNOX can be used in high protein diets. 


bal KNOX can be used in reducing diets. 
A KR Ox can be used in low-salt diets. 


@eeseeeceaoseseeoespseeeeaeeseeoeeeseeseeseeeatBespees oO eee Cee? 8&8 Oe Gi 


For 64 years the Medical profession have found Knox depend- 
able and the Knox family will always keep it that way. 


= Bl KNOX the real gelatine 


all protein * no sugar 


KNOX GELATINE * JOHNSTOWN, NEW YORK 


4-Envelope * 
Family Size 


GP e Volume X, Number 3 





BY 


AY LAY) abe 3 . 
ASAI VAAL ae 


Dr. Roscoe L. Pullen, dean of the University of 
Missouri School of Medicine, was guest speaker at 
a meeting of the Tulsa (Oklahoma) chapter on 
June 28. His subject was “Trends Influencing 
Medical Practice.” 

During the 86th annual session of the Nebraska 
State Medical Association, the Nebraska chapter of 
the A.A.G.P. held its annual meeting. Dr. J. S. 
DeTar of Milan, Mich., speaker of the Congress of 
Delegates, was a special guest. 

A regional meeting of the West Virginia chapter 
was held June 13 in Weirton. Guest speakers were 
Dr. Frank Gregg, Dr. Leo H. Driep, and Dr. Robert 
Foresythe, all of the University of Pittsburgh. 

The sixth annual session of the Georgia chapter 
will be held October 20-21 at the Biltmore Hotel in 
Atlanta. Fight outstanding speakers will present the 
scientific program. Dr. Richard E. Felder of Emory 
University, Atlanta, will speak on “Referral to a 
Psychiatrist.”” An Augusta obstetrician, Dr. C. M. 
Mulherin, will discuss common complications of 
labor; and Dr. J. Edwin Wood, Jr. of the University 
of Virginia will give a paper on “Problems Arising 
in the Use of Diuretics.” A noted cardiologist, Dr. 
Thomas Findley from Medical College of Georgia in 
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Augusta, will discuss diseases of connective tissue. 

Dr. Amos Christie of Vanderbilt University will 
speak on pediatric diagnostic problems and Dr. 
Angus McBryde of Duke University will discuss 
“Immunization Practices in Infancy and Child- 
hood.” Two Atlanta physicians, Dr. Richard A. 
Elmer and Dr. William R. Chambers, complete the 
roster of speakers. Dr. Elmer, a radiologist, will 
present a presentation of slides on common errors 
in x-ray diagnosis. “Headaches: Which Ones Are 
Urgent” will be the topic of Dr. Chambers, a 
neurologist and neurosurgeon. 

A group of thirty-five Wisconsin physicians have 
organized the North Wisconsin (regional) chapter of 
the A.A.G.P. This component chapter was formed 
in Wausau. Officers elected were Dr. A. H. Stahmer 
of Wausau, president; and Dr. J. W. Lamber of 
Antigo, vice-president. 

Approximately 150 persons attended the first 
annual scientific assembly of the Westchester (New 
York) chapter which was held recently. The scien- 
tific program centered on cardiology. New officers 
of the chapter are Dr. Herbert Simpson, president ; 
Dr. Maurice Woodhull, vice-president; Dr. Milton 
Flax, treasurer; and Dr. George Newman, secretary. 
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